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SOUTH  DAKOTA 


CLEVICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


INFANT  WITH  BTEEDING  FROM  RECTUM 


Patrick  S.  McGreevy,  M.D.,  FACS* 

Surgeon-Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist-Editor 


CASE  NO.  74-4183 

This  was  the  first  Sioux  Valley  Hospital  admission  of  a 
IVi  month  old  infant  with  a history  of  rectal  bleeding. 

The  baby  was  a breast-fed  infant  without  any  difficulty 
or  abnormality  of  the  stools.  The  baby,  however,  was  de- 
scribed as  “very  colicy”  since  birth.  Over  the  past  few 
days,  the  mother  had  noted  increasing  fussiness  with  the 
patient  drawing  up  his  legs  and  having  some  vomiting.  The 
vomitus  did  not  contain  blood.  The  patient  was  seen  by 
another  physician  who  noted  sticky  red  blood  on  rectal 
examination  and  in  the  bowel  movement.  Physical  examina- 
tion revealed  weight  14  lbs.  14  oz.,  pulse  128/min.,  resp. 
40/min.,  temperature  100.  Examination  of  the  head,  ears, 
eyes,  and  throat  was  negative.  Chest  was  clear  to  ausculta- 
tion and  percussion.  The  heart  was  of  normal  size  and  had 
a normal  rhythm.  There  were  no  murmurs.  The  abdomen 
was  nontender  and  there  were  no  masses  or  organs  felt. 
Rectal  examination  revealed  fullness  at  the  fingertip  with 
a lot  of  jelly  red  stool. 

LABORATORY  DATA:  Routine  urinalysis  — yellow, 
cloudy,  specific  gravity  1.025,  ph  5.0,  trace  protein,  nega- 
tive for  glucose,  ketones,  bile  and  hemoglobin.  The  sedi- 
ment was  unremarkable.  Hemoglobin  was  11.1  gnis/di., 
red  count  3.92  million/mm3,  hematocrit  33  vols/dl.,  mean 
corpuscular  hemoglobin  28  picograms,  mean  corpuscular 
volume  82  cubic  microns,  mean  corpuscular  hemoglobin 
concentration  34%.  Total  leukocyte  count  8,600/mm3  with 
45%  neutrophils,  7%  neutrophilic  bands,  48%  normal 
lymphocytes.  The  red  cells  were  normochromic,  normocytic 
and  the  platelets  normal  in  number  and  morphology.  Ph 
was  7.46,  PCCL  23  mm  of  Hg,  CCL  content  16  meq/L, 
sodium  139  meq/L,  potassium  4.5  meq/L,  chloride  99 
meq/L.  A barium  enema  was  performed.  Subsequently  an 
operation  was  performed. 

DR.  PAT  McGREEVY:  I think  I will  discuss  this 
case  as  a problem  in  the  differential  diagnosis  of 
bleeding  in  an  infant.  One  of  the  most  common 
causes  of  bleeding  in  the  infant  period  is  an  anal 
fissure.  This  is  extremely  common  and  the  patient 


* Surgeon,  Sioux  Valley  Hospital  and  McGreevy  Clinic, 
Sioux  Falls. 

** Pathologist,  Laboratory  of  Clinical  Medicine,  Sioux  Val- 
ley Hospital;  Professor  of  Pathology,  School  of  Medicine, 
University  of  South  Dakota. 
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often  won't  let  you  do  a rectal  examination.  Volvulus 
of  the  intestine  with  vomiting,  abdominal  pain,  and 
bleeding  per  rectum  can  occur  but  is  usually  seen 
only  in  the  newborn.  There  are  no  findings  of  ab- 
dominal distention  to  go  along  with  the  diagnosis  of 
volvulus  in  this  case.  The  disease  would  also  be  un- 
usual at  2V2  months  of  age.  Peptic  ulcer  disease  can 
occur  in  a 2 V2  month  old  child  but  one  would  expect 
a stressful  situation  to  have  precipitated  this.  One 
would  have  expected  black  stools  instead  of  red 
and  there  was  no  blood  in  the  vomitus  as  would  be 
more  common  with  upper  gastrointestinal  bleeding 
from  a peptic  ulcer.  Esophageal  varices  from  portal 
hypertension  can  cause  bleeding  in  this  age  group. 
There  is  no  suggestive  history  to  suggest  either  liver 
disease  as  a cause  of  portal  hypertension  or  omphal- 
itis to  cause  thrombosis  of  the  portal  vein  leading 
to  portal  hypertension.  There  are  no  physical  find- 
ings to  support  this  diagnosis  and  again  there  was  no 
blood  in  the  vomitus.  Large  bowel  polyps  from  the 
ages  3 to  12  are  a common  cause  of  rectal  bleed- 
ing. Besides  the  age  group  being  a little  young 
in  this  case,  large  bowel  polyps  would  not  explain 
the  cramps.  Small  bowel  polyp,  either  single  or 
multiple,  or  associated  with  Peutz'  Jeghers  syndrome 
(dominantly  inherited  syndrome  with  pigmentation 
of  the  lips  and  multiple  polyps  of  the  small  bowel) 
could  cause  bleeding  and  abdominal  cramps.  There 
was  no  family  history  here  and  there  are  no  physical 
findings  to  support  this  diagnosis.  Meckel’s  diverti- 
culum must  be  mentioned  because  this  is  the  most 
common  cause  of  life  threatening  gastrointestinal 
bleeding  in  childhood.  The  child  is  a little  young  and 
the  cramps  and  vomiting  are  not  particularly  in 
keeping  with  the  diagnosis  of  Meckel’s  diverticulum. 
I might  ask  at  this  point  whether  Dr.  Barlow  has  any 
experience  in  scanning  the  abdomen  for  a Meckel's 
diverticulum2. 

DR.  BARLOW:  We  have  attempted  this  on  several 
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occasions  but  have  not  had  a positive  scan  yet.  It 
is  quite  a simple  procedure  and  the  literature  has 
documented  a number  of  cases  in  which  you  can 
demonstrate  a Meckel's  diverticulum  on  a scan  after 
the  injection  of  a small  dose  of  technetium  pertech- 
netate.  There  are  false  positives  due  to  hemangiomas, 
intestinal  obstruction  and  other  small  bowel  prob- 
lems. However,  the  technique  is  a simple  and  a 
good  one.  I am  looking  forward  to  our  first  positive. 
*DR.  RICHARD  A.  JAQUA:  The  positivity  depends 
upon  the  presence  of  gastric  mucosa  in  the  Meckel’s 
diverticulum,  which  takes  up  the  technetium,  doesn’t 
it? 

DR.  BARLOW:  Yes. 

**DR.  DAVE  MUNSON:  During  my  residency  we 
had  experience  with  this  and  found  a Meckel’s 
diverticulum  in  two  out  of  three  attempts. 

DR.  McGREEVY : Angiography  might  be  another 
way  to  demonstrate  a Meckel’s  diverticulum  or  the 
source  of  bleeding  but  I would  think  a scan  would 
be  easier. 

The  patient  could  have  had  a generalized  coagula- 
tion defect  as  a cause  of  his  bleeding  but  if  I have 
been  selected  to  discuss  such  a case,  I think  it  would 
be  entirely  inappropriate.  Ulcerative  colitis  of  child- 
hood variety  should  be  considered.  The  patient  can 
have  abdominal  cramps  and  bloody  stools.  There 
should  have  been  more  of  a history  of  diarrhea  and 
evidence  of  chronic  illness  than  I can  determine  that 
this  child  had. 

Now  we  come  to  my  diagnosis  of  choice  which  is 
intussusception.  This  is  really  a bowel  obstruction 
and  the  child  had  signs  of  bowel  obstruction  — ab- 
dominal pain,  gas,  and  vomiting.  These  symptoms 
followed  by  rectal  bleeding  are  highly  characteristic 
of  intussusception.  The  characteristic  jelly  red  stool 
is  a mixture  of  blood  and  mucus  which  comes  from 
the  hypoxic  gastrointestinal  mucosa  which  sloughs 
in  part  and  produces  the  bleeding.  There  is  a full- 
ness at  the  fingertip  described  in  the  examination 
which  I interpret  as  a mass.  An  abdominal  mass,  the 
intussusception,  often  can  be  demonstrated  more 
often  by  abdominal  examination  than  rectal  exam- 
ination. However,  it  can  be  demonstrated  by  either 
method.  The  child  does  have  the  somewhat  character- 
istic colicy  history.  A classical  picture  of  intussuscep- 
tion is  an  8-month  old  who  has  been  a picture  of 
health  and  suddenly  develops  colic,  intestinal  ob- 
struction and  rectal  bleeding.  The  colicy  history 
from  birth  in  this  case  and  the  young  age  of  the 
patient  is  a little  unusual.  The  characteristic  age  for 

* Acting  Chairman,  Department  of  Laboratory  Medicine, 

School  of  Medicine,  The  University  of  South  Dakota. 
**Pediatrician,  Sioux  Valley  Hospital  and  the  Donahoe 

Clinic;  Clinical  Faculty,  School  of  Medicine,  The  Uni- 
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intussusception  is  from  6-12  months.  There  is  an 
absence  of  an  abdominal  mass  which  you  can  feel 
about  75%  of  the  time.  Another  sign  that  is  helpful 
in  intussusception  is  an  absence  of  anything  in  the 
right  lower  quadrant.  There  is  an  emptiness  or  hol- 
lowness in  the  right  lower  quadrant.  For  academic 
worth,  this  is  called  Dance’s  sign.  This  child  does 
not  have  all  the  characteristic  findings  of  intussus- 
ception, but  there  are  enough  to  certainly  suggest 
it.  I think  the  next  thing  to  do  would  be  go  to  the 
radiologist  for  help. 

DR.  BARLOW:  Dr.  Munson,  would  you  like  to 
show  the  films?  This  was  your  case. 

DR.  MUNSON:  This  film  shows  the  sudden  abrupt 
stop  with  a cupping  effect  in  the  transverse  colon 
which  certainly  suggests  the  intussuscepted  loop  (Fig. 
I).  In  this  picture,  one  can  see  barium  along  the 
edges  of  what  may  be  the  intussuscepted  loop.  This 
is  somewhat  characteristic. 


Figure  I 


Intussusception  — barium  enema  shows  cup  shaped  defect 
at  area  of  sudden  block  of  barium  stream.  Small  trickles 
of  barium  can  be  seen  at  edges  just  distal  to  block. 

DR.  McGREEVY:  Apparently  the  intussusception 
could  not  be  reduced  by  barium  enema  which  is  the 
usual  way  to  do  approach  this  lesion  therapeutically. 
I believe  that  the  radiologists  make  an  attempt  at 
this  but  limit  themselves  by  both  the  amount  of 
time  and  the  amount  of  pressure  that  he  has  to  exert. 
If  we  cannot  reduce  it  then  surgery  is  indicated.  If 
the  intussusception  does  not  reduce,  you  really  would 
worry  about  nonviable  bowel. 

DR.  BARLOW:  What  is  the  incidence  of  nonviable 
bowel  after  you  reduce  it  by  a barium  enema? 

DR.  McGREEVY:  The  radiologists  claim  it  just 
doesn't  happen. 
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DR.  MUNSON:  Yes,  many  radiologists  use  a top 
pressure  of  3 feet  6 inches  and  if  it  does  not  reduce 
in  a short  period  of  time,  we  then  say  it  is  irreduc- 
ible. However,  most  of  them  do  reduce. 

DR.  McGREEVY:  I should  mention  that  we  are 
talking  about  children  who  have  no  mechanical  cause 
for  their  intussusception  usually.  I should  also  men- 
tion that  if  the  patient  has  signs  of  peritoneal  irrita- 
tion or  some  question  that  the  bowel  has  perforated 
or  is  gangrenous,  I would  not  do  a barium  enema 
reduction  but  immediately  go  to  surgery. 

*DR.  JOHN  HOSKINS:  What  do  you  do  at  opera- 
tion, a resection  or  do  you  try  to  reduce  it? 

DR.  McGREEVY:  You  always  attempt  a reduction 
first.  When  you  attempt  a reduction,  you  should  not 
try  to  attempt  to  pull  the  small  bowel  out.  You  try 
to  reduce  it  from  the  colonic  end  milking  the  intus- 
susception backward.  Once  you  get  the  bowel  re- 
duced besides  noting  its  appearance,  you  palpate 
carefully  for  any  polyp,  Meckel’s  diverticulum, 
ectopic  pancreas,  appendix,  or  active  lymphoid  hy- 
perplasia. All  of  these  have  been  described  as  being 
the  leading  points  for  an  intussusception.  This  is 
particularly  true  in  adults  as  opposed  to  children.  If 
the  patient’s  bowel  is  irreducible,  a resection  and 
anastomosis  would  be  the  procedure  of  choice.  I 
assume  that  was  done  in  this  case. 

DR.  PAT  McGREEVY’S  DIAGNOSIS 

Intussusception 

DR.  BARLOW:  At  surgery  which  was  done  by  Dr. 
Robert  Nelson,  there  was  an  ileocecal  intussuscep- 
tion and  it  could  be  reduced  through  the  ileocecal 
valve.  The  last  7 cm.  of  intussusception,  however,  was 
not  reducible.  Therefore,  a resection  and  anastomosis 


Figure  II 

The  intussuscepted  portion  of  the  bowel  is  coiled  inside 
the  intussuscipiens. 


♦Urologist,  Sioux  Valley  Hospital;  Clinical  Faculty,  School 
of  Medicine,  The  University  of  South  Dakota. 


had  to  be  performed.  The  microscopic  picture  that 
I’m  showing  (Fig.  II)  shows  the  intussusception  in- 
side the  intussuscipiens.  There  is  definite  necrosis  of 
the  bowel  wall  showing  the  reason  for  the  resection. 

FINAL  ANATOMIC  DIAGNOSIS 
Intussusception,  Ileocecal 

DR.  McGREEVY:  The  incidence  of  this  disease  is 
supposed  to  be  1-2  per  1,000  births  per  year.  Is  that 
about  right? 

DR.  MUNSON:  I’ve  seen  two  in  the  last  year.  That 
sounds  about  correct. 

DR.  McGREEVY : One  must  always  consider  the 
possibility  of  intussusception  in  a child  who  has  had 
any  abdominal  procedure.  The  cause  for  intussus- 
ception is  unknown  but  experimentally  it  has  been 
shown  in  dogs  if  lymphoid  hyperplasia  is  induced  in 
lymph  nodes,  intussusception  occurs  presumably  due 
to  hyperplasia  of  Peyer’s  patches  which  act  as  a 
leading  point.  There  is  no  mechanical  cause  in  in- 
fants. 

DR.  MUNSON:  There  is  no  mechanical  cause.  Some 
suggest  that  lymphoid  hyperplasia  is  indeed  the  cause 
of  this  entity.  There  has  also  been  association  with 
various  gastrointestinal  or  viral  infections  causing  in- 
creased activity  of  the  bowel.  I should  mention  that 
one  disease,  (allergic  vasculitis  or  Henoch-Schon- 
lein’s  purpura)  is  associated  with  intussusception. 
These  patients  can  be  difficult  to  diagnose  because 
they  already  have  vasculitis  with  abdominal  pain  and 
may  be  bleeding  from  the  bowel. 

DR.  BARLOW:  Looking  at  the  pathology  of  this 
disease,  I cannot  add  anything  to  the  possible  etiol- 
ogy. Idiopathic  intussusceptions  in  childhood  are 
slightly  more  frequent  in  boys  and  80%  are  under 
the  age  of  two  and  60%  are  under  the  age  of  one. 
For  some  reason  they  are  more  common  in  northern 
Europe  than  in  the  United  States.  95%  are  ileocecal. 
Necrosis  of  the  intussusception  from  venous  com- 
pression followed  by  arterial  insufficiency  or  slough- 
ing of  the  intussusceptum  when  it  reaches  the  anus 
are  complications.  As  has  been  mentioned,  in  adults 
there  is  usually  a mechanical  cause  or  leading  point 
such  as  a polyp,  Meckel’s  diverticulum  etc. 

DR.  McGREEVY:  I want  to  emphasize  again  that 
these  children  are  usually  a picture  of  health  and 
then  suddenly  have  severe  abdominal  pains  followed 
in  a few  hours  by  bleeding  and  often  with  a possible 
intraabdominal  mass.  Often  this  is  a telephone  diag- 
nosis. In  between  the  episodes,  they  are  fine,  and 
then  they  have  subsequent  episodes  of  severe  ab- 
dominal pain  with  drawing  the  legs  up  to  the  ab- 
domen. 

DR.  MUNSON:  I agree  this  is  a classical  case.  These 
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patients  have  no  diarrhea  and  have  been  perfectly 
well.  In  this  particular  patient,  there  wasn’t  the  usual 
history  as  the  patient  had  always  been  a baby  with 
marked  abdominal  cramps.  The  mother  could  not 
state  any  time  when  she  thought  the  baby  was  acting 
worse  even  up  to  the  time  that  he  passed  the  blood. 
There  may  be  no  passage  of  blood  until  24  hours 
after  the  intussusception  occurs  and  I think  that 
happened  in  this  case.  There  is  usually  vomiting  and 
distention  because  of  the  intestinal  obstruction  and 
there  is  often  a mass.  The  latter  was  not  present  in 
this  case. 
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KREISER  SURGICAL  INC. 

Phone  336-1 155  21  st  & Minnesota,  Sioux  Falls  Rapid  City  Ph.  342-2773 


"YOUR  HOME-CARE  CENTER" 


Wheelchairs,  Walkers,  Hospital  Beds,  Canes, 
Crutches,  Traction  Equipment,  IPPB  Machines, 
Raised  Toilet  Seat,  Bathtub  Rails  & Benches, 
Commodes,  Geriatric  Chairs,  Surgical  Dressings, 
Colostomy  Supplies,  Whirlpool  Baths,  Incontinent 
Pants,  Trusses,  Lumbosacral  Supports,  Moist  Heat 
Packs  

SALES  AND  RENTALS 


FIFTH  ANNUAL 

ASPEN  RADIOLOGY  CONFERENCE 

March  3-7,  1975 

Aspen  Institute  for  Humanistic  Studies 
Aspen,  Colorado 

For  additional  information,  contact: 

Maurice  O'Connor,  M.  D. 

Conference  Director,  Division  of 
Radiology,  Denver  General  Hospital, 
Denver,  CO  80204 


EMERGENCY  ROOM 
MEDICAL-SURGICAL  CARE 

April  7-19,  1975 
Ochsner  Foundation  Hospital 
New  Orleans,  Louisiana 
Two-week  lecture-preceptor  course. 
Tuition  — $400.00 
For  additional  information,  contact: 
Division  of  Education 
Alton  Ochsner  Medical  Foundation 
1514  Jefferson  Highway 
New  Orleans,  LA  70121 
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Last  September  at  our  Governor’s  first  annual  health  conference  in  Huron,  Doctor  James  Kimmey, 
former  executive  director  of  the  American  Public  Health  Association  and  now  Wisconsin  Director  of  Health 
Policy  and  Planning,  was  a featured  speaker.  In  Wisconsin,  the  46  member  Health  Policy  and  Planning 
task  force  brought  out  a utility  type  regulatory  medical  bill  to  bring  health  care  under  the  kind  of  controls 
formerly  associated  only  with  public  utilities — gas  companies,  electric  companies,  airlines  and  railroads. 
Central  to  the  bill  was  the  creation  of  a three  member  Health  Services  Commission  appointed  by  the 
governor.  These  commissioners  would  have  the  legal  power  to  regulate  virtually  all  health  care  institutions 
in  the  state,  and  they  were  authorized  by  the  bill  to  delegate  the  care  to  outside  organizations.  Although 
modified  by  various  amendments,  the  bill  came  within  a single  vote  of  passing  the  last  session  of  the  Wiscon- 
sin legislature,  losing  on  a 6-6  tie  in  the  state  joint  finance  committee. 

It  is  difficult  for  the  average  South  Dakota  physician  to  imagine  practicing  under  a law  that  every  year 
would  make  your  practice  subject  to  state  quality  review,  license  your  office,  determine  the  new  equipment 
you  could  buy  and  publish  the  rates  you  charge  for  your  services.  This  public  utility  plan  for  health  serv- 
ices has  been  gaining  popularity  with  legislators  in  various  states  and  nationally.  Doctor  Kimmey,  Director 
of  Wisconsin  Health  Policy  and  Planning,  has  summarized  this  viewpoint:  “The  problem  is  there  is  no 
free  market  in  health  care.  The  normal  controls  of  a free  market  don't  hold  up  and  there  is  now  no  process 

that  looks  at an  institution’s  services  from  the  position  of  the  public”. 

In  South  Dakota,  where  the  longevity  is  one  of  the  highest  in  the  nation  and  the  physician  fees  and 

hospital  charges  are  far  below  the  national  average,  we  do  not  need  this  type  of  regulation.  Our  medical 

record  speaks  for  itself. 

Any  attempt  to  regulate  the  practice  of  medicine  in  South  Dakota  under  a bureaucracy  can  only  add  to 
our  load,  decrease  our  efficiency,  and  will  need  to  be  resisted  with  every  effort  at  our  command;  the  practice 
of  medicine  in  South  Dakota  will  not  become  a public  utility! 

Robert  E.  Van  Demark,  M.D. 

President 

South  Dakota  State  Medical  Assn. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


The  South  Dakota  Chapter,  American  Academy 
of  Family  Physicians,  has  provided  a memorial  gift 
to  the  Family  Practice  Center  in  Sioux  Falls. 

A screening  Audiotest  machine,  used  to  diagnose 
and  follow  ear  disorders,  was  given  in  memory  of 
Robert  G.  Olson,  M.  D.  Dr.  Olson,  a Sioux  Falls 
family  physician,  was  instrumental  in  the  early  de- 
velopment of  the  Sioux  Falls  Family  Practice  Resi- 
dency Program.  He  was  killed  in  an  automobile  ac- 
cident in  November,  1972. 


Pictured  is  Mrs.  Robert  G.  Olson,  widow  of  the  late  Dr. 
Olson.  Standing  with  Mrs.  Olson  and  observing  the  Audio- 
test  Memorial  are  from  left  to  right:  Howard  Hoody,  M.  D.; 
Mr.  Scott  Reardon,  President,  Dakon  Dakota  Iron,  Mem- 
ber of  the  Board  of  Directors,  Family  Practice  Center,  Inc.; 
William  Tschetter,  M.  D.;  Richard  Jongewaard,  M.  D.; 
and  Dennis  Ries,  M.  D.  The  above  pictured  doctors  are  all 
residents  at  the  Family  Practice  Center  in  Sioux  Falls. 


Twenty-three  members  of  SDAFP  are  currently  tak- 
ing the  Core  Content  Review,  sponsored  by  the  Con- 
necticut and  Ohio  Academies  of  Family  Physicians. 
This  represents  23  percent  of  our  active  members, 
which  is  an  excellent  response.  This  percentage  ranks 
us  fifth  in  the  percentage  of  state  chapter  members 
taking  this  self  study  course,  which  allows  18  pre- 
scribed hours  of  credit.  It  is  a fine  review,  and  offers 
help  in  studying  for  Boards. 


Watch  for  information  regarding  a “second”  state 
meeting,  to  be  held  this  winter  or  early  spring  in 
Sioux  Falls.  This  will  be  combined  with  a “Family 
Practice”  Club  event  for  the  USD  medical  students. 


The  South  Dakota  Chapter  has  been  selected  as 
one  of  five  AAFP  chapters  to  undertake  a pilot  proj- 
ect which  will  test  the  feasibility  of  computerizing  the 
record  keeping  of  Academy  members'  continuing 
education  credit  hours  (See  December,  1974,  AAFP 
Reporter). 

The  study  will  involve  2,710  active  members  in 
these  five  states.  Each  member  will  receive  25  per- 
sonalized computer  cards  on  which  he/she  will  re- 
cord data  about  their  educational  activities.  This 
data,  submitted  to  Headquarters  by  the  course  spon- 
sor or  the  member,  will  be  fed  into  the  Academy’s 
computer.  Members  will  be  furnished  with  interim 
records  of  accrued  hours  and  a print-out  will  be 
sent  to  the  state  chapters  for  approval  of  credits. 

As  reaffirmed  by  the  1974  Congress  of  Delegates, 
approval  of  credit  hours  will  remain  under  the  aegis 
of  state  chapters.  The  computer  study  is  merely  in- 
tended as  an  elective  convenience  measure  for  chap- 
ter officers  and  members.  Please  cooperate  in  this 
study,  and  offer  your  comments  to  the  state  office. 


South  Dakota  Chapter 
American  Academy  of  Family  Physicians 


Officers 

President 

Wenzel  J.  Kovarik.  M.  D.,  Rapid  City  1974-75 

President-Elect 

Richard  W.  Friess,  M.D.,  Sioux  Falls  1974-75 

Vice  President 

Matt  G.  Langenfeld,  M.  D..  Spearfish  1974-75 

James  E.  Ryan,  M.  D..  Mobridge  1974-75 

Buron  O.  Lindbloom,  M.  D.,  Pierre  1974-75 

Secretary-Treasurer 

Loren  H.  Amundson,  M.  D.,  Sioux  Falls  1974-75 

Past  President 

Bruce  Lushbough,  M.  D.,  Brookings  1974-75 

Delegates 

Loren  H.  Amundson,  M.  D.,  Sioux  Falls  1975 

Wenzel  J.  Kovarik,  M.  D.,  Rapid  City  1975 

Alternate  Delegates 

Richard  W.  Friess,  M.  D„  Sioux  Falls  1975 

Matt  G.  Langenfeld,  M.  D.,  Spearfish  1975 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  caretul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO. 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications : In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration : Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t i d ; 5 to  8 years,  4 
ml.  (2  mg.)  q.i  d : 8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q i d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i  d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid.  2.5 
mg  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  1/2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to; 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 


SEARLE 


The  Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states^  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 


acute  pain. 


f The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN 

COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
[64.8  mg]  gr  1 
No.  3 codeine  phosphate* 
(32.4  mg]gr  1/2 

Each  tablet  also  contains  aspirin 
gr  3'/2p  phenacetin  gr  2V2, 
caffeine  gr  Vz. 

* Warning-may  be  habit-forming. 
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MEDICAL  ASSOCIATION 

News  Notes  • Changes  • Births  • News 


Bernie  H.  P.  Hanson,  M.D., 

Watertown,  recently  sat  for  the 
certifying  examinations  of  the 
American  Board  of  Ophthalmol- 
ogy. Dr.  Hanson  has  been  in- 
formed that  he  successfully  com- 
pleted the  examinations  and  has 
been  certified  by  that  specialty 
board. 


About  600  people  from  the  Mc- 
Laughlin area  attended  the  open 
house  in  tribute  to  Gus  Torkild- 
son,  M.D.  who  has  completed  his 
25th  year  of  practice  in  Mc- 
Laughlin. He  was  presented  with 
a plaque  for  his  many  years  of 
service  to  the  community. 


C.  B.  McVay,  M.D.,  Yankton, 
has  been  elected  to  the  Board  of 
Regents  of  the  American  College 
of  Surgeons.  This  is  one  of  the 
highest  honors  that  can  come  to 
a practicing  academic  surgeon 
and  has  never  before  been  be- 
stowed on  a South  Dakota  sur- 
geon. 


Three  South  Dakota  physicians 
have  been  named  Fellows  of  the 
American  Academy  of  Family 
Physicians.  They  are  Karlis 
Zvejnieks,  M.D.  and  John  C. 
Rodine,  M.D.,  both  of  Aberdeen, 
and  L.  E.  Carson,  M.D.,  Lead. 


H.  Phil  Gross,  M.D.,  Sioux  Falls, 
has  been  elected  to  the  Interna- 
tional Association  of  Bone  and 
Joint  Surgeons  and  will  be  ac- 
cepted into  official  membership 
at  the  association’s  annual  meet- 
ing in  Caracas,  Venezuela,  in 
April  1975.  This  association  has 
only  85  members  throughout  the 
world,  and  Dr.  Gross  is  the  first 
South  Dakotan  to  be  elected  to 
membership. 

T.  H.  Sattler,  M.D.,  Yankton, 
has  been  named  assistant  dean 
for  Clinical  Sciences  for  the  Uni- 
versity of  South  Dakota  Medical 
School.  Dr.  Sattler  is  a graduate 
of  the  Northwestern  University 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
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IS  NEEDED 


Medical  School,  received  his  resi- 
dency training  at  Wesley  Memori- 
al Hospital,  Chicago,  and  is  cer- 
tified by  the  American  Board  of 
Internal  Medicine. 

:j:  :jc  :jc 

The  Black  Hills  District  Medical 
Society  honored  D.  L.  Kegaries, 
M.D.,  at  a dinner  party  upon  his 
recent  retirement  from  the  prac- 
tice of  medicine.  Dr.  Kegaries 
had  practiced  in  Rapid  City  since 

1933.  He  and  Mrs.  Kegaries 

will  spend  the  winter  in  Scotts- 
dale, Arizona,  and  return  to 
Rapid  City  in  the  spring. 

i*:  5jc  sjc  :jc 

Robert  E.  Van  Demark,  M.D., 

president  of  the  South  Dakota 
State  Medical  Association,  made 
his  official  visitation  to  the  Whet- 
stone Valley  District  Medical  So- 
ciety and  briefly  discussed  the 
Association’s  programs  for  this 
year. 

E.  H.  Heinrichs,  M.D.,  Water- 
town,  represented  the  American 
Heart  Association,  Dakota  Af- 
filiate, at  the  annual  meeting  and 
scientific  sessions  of  the  Amer- 
ican Heart  Association  in  Dallas, 
Texas.  Dr.  Heinrichs,  president 
of  the  Dakota  affiliate,  partici- 
pated in  reference  panels  cover- 
ing the  developments  affecting 
organization  and  administration 
policy. 
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ARTERIOSCLEROTIC  HEART  DISEASE 
AND  ENVIRONMENT 

by 

S.  Sochocky,  M.D.* 


Introduction: 

There  are  many  well  known  factors  influencing 
development  of  arteriosclerotic  heart  disease  eg.  age, 
race,  sex,  heredity,  smoking,  diet,  cholesterol, 
obesity  and  lack  of  exercise,  which  are  described 
even  in  daily  press.  This  paper  will  deal  briefly 
with  environmental  factors  which  may  possibly  in- 
fluence an  incidence  and  frequency  of  arteriosclerotic 
heart  disease. 

Water  factor: 

Association  between  the  death  rate  from  hyper- 
tensive and  arteriosclerotic  heart  disease  and  the 
degree  of  softness  of  municipal  drinking  water  in 
the  United  States  was  shown  by  H.  A.  Schroeder1 
on  rates  from  1949-1951,  and  this  has  been  con- 
firmed by  Morris2  et  al.  in  the  United  Kingdom,  in 
1961. 

Soft  water  is  corrosive  to  metal  pipes  which  after 
a period  of  time  became  corroded  so  badly  that 
they  had  to  be  replaced.  The  action  of  hard  water 
is  to  coat  pipes  with  a layer  of  soluble  calcium 
salts,  thus  preventing  corrosion. 

T.  Crawford  and  M.  Crawford3  compared  cardiac 
lesions  found  in  a very  soft  water  area  (Glasgow) 
and  in  a very  hard  water  area  (London)  in  two 
comparable  series  of  necropsies;  patients  who  died 
from  an  accident  and  patients  who  died  unexpectedly 
from  ischemic  heart  disease.  In  their  series  the 
prevalence  of  myocardial  scars,  healed  infarcts,  was 
greater  in  soft  than  in  hard  water  areas.  They  found 
that  the  patient  who  died  in  Glasgow  had  less  ex- 
tensive coronary  atheroma  and  less  stenosis  of 
arteries — age  for  age — than  those  who  died  in  Lon- 


*Address: Dept,  of  General  Medicine,  Veterans  Administra- 
tion Center,  Sioux  Falls,  S.D. 


don.  These  findings  suggest  an  increased  suscepti- 
bility of  the  myocardium  in  soft  water  areas.  The 
accident  series  of  these  authors’  chemical  analyses 
of  coronary  arteries  showed  very  low  values  of 
calcium  and  magnesium  in  patients  under  age  40 
who  lived  in  soft  water  areas.  These  findings  sug- 
gested that  the  mineral  content  of  arteries  is  related 
to  the  mineral  content  of  drinking  water;  also 
showed  there  is  a definite  association  in  softness  of 
drinking  water  and  mortality  from  ischemic  heart 
disease.  A relationship  between  calcium  intake  and 
blood  lipids  has  been  reported,  and  it  has  been 
shown  that  blood  cholesterol  may  be  lowered  by  an 
increase  in  calcium  intake.  Calcium  and/or  mag- 
nesium deficiency  has  been  shown  to  cause  severe 
disability  in  cardiac  function,  and  there  is  a possibil- 
ity that  prevention  of  ischemic  heart  disease  by  long 
and  continued  administration  of  calcium  and  mag- 
nesium salt  may  have  a beneficial  effect.  There  is 
also  a possibility  that  the  lack  of  calcium  and  other 
ions  in  soft  water  could  increase  susceptibility  of 
myocardium  to  arrhythmias. 

As  regards  cadmium,  the  opinion  of  the  authors 
is  divided,  but  soft  water  has  a relatively  large 
amount  of  cadmium.  A high  level  of  cadmium  has 
been  associated  with  an  increased  death  rate  from 
coronary  heart  disease. 

T.  W.  Anderson4  et  al.  suggested  that  there  is  a 
correlation  between  the  death  rate  in  residents  living 
in  areas  of  hard  water  and  soft  water.  He  also 
suggested  that  the  correlation  between  cardiac  mor- 
tality and  the  hardness  of  water  may  be  a result  of 
an  increasing  susceptibility  among  residents  of  soft 
water  areas  to  fatal  arrhythmias.  According  to  vari- 
ous British  authors  the  high  mortality  of  residents 
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of  soft  water  areas  may  be  due  to  calcium  which 
may  cause  cardiac  irritability.  Another  opinion  is 
that  an  increase  in  cardiac  deaths  in  soft  water  areas 
as  compared  with  hard  water  areas  may  be  due  to 
fatal  arrhythmias  which  occur  in  the  first  hours  after 
a myocardial  infarction  which  are  most  likely  due 
to  catecholamines,  not  mechanical  failure  of  the 
heart  itself. 

The  best  example  of  how  water,  whether  hard  or 
soft,  affects  the  heart  comes  from  Monroe  County, 
Florida5.  The  introduction  of  hard  water  from  the 
mainland  was  associated  with  a marked  decrease  in 
heart  disease,  followed  by  an  increased  death  rate 
when  soft  water  was  introduced  again.  Also  a study 
in  the  United  Kingdom,  by  Roberts6  et  al.,  shows 
that  the  mortality  rate  from  arteriosclerotic  heart 
disease  has  been  closely  associated  with  rainfall; 
more  deaths  occur  with  a high  level  of  rainfall. 

Lithium  has  been  one  of  the  more  effective  drugs 
in  treatment  of  the  manic  phase  of  manic  depres- 
sive illness,  and  its  effect  is  most  likely  due  to  action 
on  catecholamine  metabolism.  There  is  a possibility 
that  residents  of  soft  water  areas  have  a lower 
content  of  lithium  in  water  and  a higher  mortality 
rate  from  cardiovascular  diseases.  Lithium  concentra- 
tion may,  therefore,  play  a role  in  the  development 
of  various  arrhythmias  causing  sudden  death  in 
patients  with  arteriosclerotic  heart  disease. 

Pharmacologically  Lithium  has  an  effect  on  a few 
factors  contributing  to  arteriosclerotic  heart  disease. 
According  to  Heizmann  and  Klaus7  the  effect  of 
angiotension  and  renin  is  strongly  decreased  in  rats 
treated  with  Lithium  chloride.  Van  der  Velde  and 
Gordon8  found  that  among  depressive  patients  using 
Lithium  carbonate  was  an  increased  intolerance  to 
glucose.  Garrod9,  as  early  as  1859,  gave  Lithium  salt 
to  gouty  patients  and  recently  other  authors  found 
it  has  an  effect  on  serum  lipids. 

Weather: 

There  is  no  doubt  that  seasonal  fluctuation  and 
mortality  from  arteriosclerotic  heart  disease  occurs. 
There  are  patterns  of  seasonal  variation  with  winter 
and  spring  peaks;  mortality  rose  strictly  with  age 
and  shows  no  sex  difference.  The  marked  seasonal 
fluctuation  in  arteriosclerotic  heart  disease  mortality 
in  England  and  Wales  has  been  attributed  to  the 
direct  effect  of  environmental  temperature  to  myo- 
cardial infarction.  According  to  Rose10,  over  a five 
year  period  from  1958  to  1962  there  was  a close 
correlation  between  mortality  from  arteriosclerotic 
heart  disease  during  any  month  with  the  mean  tem- 
perature of  the  month.  Rose10  suggested  that  cold 
weather  may  exert  its  effect  on  the  incidence  of  myo- 
cardial infarction  to  general  body  cooling,  cooling 


of  inspired  air,  or  change  in  personal  habits  such  as 
eating  or  physical  activity.  Deaths  during  the  coldest 
months  were  about  50  percent  higher  than  those 
during  the  warmest  months.  However,  Anderson  and 
LeRiche11,  in  their  study,  suggested  that  patients 
with  coronary  heart  disease  died  with  intercurrent 
chest  infection  and  their  results  are  supported  from 
other  countries  eg.  Australia.  There  are  essentially 
two  peaks,  one  in  cold  winter  weather  and  the  other 
in  spring.  According  to  Dunnigan12  et  al.  the  in- 
creased rate  of  deaths  in  winter  months  is  more 
marked  in  cold  parts  of  the  world  where  winters  are 
coldest;  has  very  little  effect  where  winters  are  mild 
eg.  Alabama.  According  to  Dunnigan12  et  al.  there 
are  substantial  variations  of  ischemic  heart  disease 
with  winter  and  spring  peaks.  The  winter  peak,  or 
rise,  may  be  related  directly  or  indirectly  to  en- 
vironmental temperatures.  There  is  also  an  associa- 
tion between  heat  waves  and  an  increasing  death  rate 
from  coronary  heart  disease.  Henschel13  et  al.  ana- 
lyzed heat  deaths  in  St.  Louis  during  the  heat  wave 
in  1966  in  which  over  300  deaths  occurred  in  6 
days  and  about  one-third  of  those  analyzed  in  detail 
were  due  to  arteriosclerotic  heart  disease.  The 
spring  rise  in  incidence  of  ischemic  heart  disease  may 
be  caused  by  other  factors  such  as  serum  lipids, 
blood  pressure  and  changes  in  platelets.  Serum 
cholesterol  levels  were  highest  in  spring  and  lowest 
in  autumn  in  a group  of  patients  with  ischemic 
vascular  disease  over  a 2 year  period  of  observa- 
tion. The  peak  blood  pressure  levels  in  spring  in 
hypertensive  patients  were  also  noted.  Studies  of 
various  authors  show  that  the  spring  rise  of  in- 
cidence of  ischemic  heart  disease  is  possibly  some- 
what related  to  the  spring  rise  in  serum  lipids,  blood 
pressure  and  adhesiveness  of  platelet  count. 

Air  pollution  associated  with  a high  level  of  sulfur 
oxide  has  been  associated  with  a marked  increase  of 
deaths  from  heart  disease  eg.  London.  Also  indus- 
trial workers  exposed  to  sulfur  oxide  showed  an  in- 
creased death  rate  from  heart  disease. 
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Letters  to  the 
Editor 

I really  find  it  hard  to  begin  this  letter.  Words 
cannot  describe  the  way  I feel,  so  I will  simply 
start  with  a very  happy  thank  you.  When  I was 
notified  by  the  Dean’s  office  yesterday  that  your 
organization  had  chosen  me  as  the  recipient  of  your 
scholarship,  I was  a very  stunned,  excited  and  happy 
young  man.  Without  a doubt,  the  money  will  be  a 
tremendous  help;  believe  it  or  not  inflation  hits 
medical  students  too.  But,  perhaps  the  greatest  satis- 
faction comes  from  the  award  itself.  To  be  chosen 
from  such  a fine  group  of  students  as  this  year’s 
freshman  class  is  a great  honor.  Also,  to  be  recog- 
nized by  such  an  organization  as  the  South  Dakota 
State  Medical  Association  is  another  honor  in  itself. 

I hope  the  tremendous  boost,  both  financial  and 
inspirational,  that  you  have  given  to  my  medical 
education  will  enable  me  to  become  a better  medical 
student  and  hopefully  a better  physician  for  the  state 
of  South  Dakota. 

Again,  a very  great  thank  you. 

Sincerely, 

Keith  Lillemoe 
8V2  East  Main 
Vermillion,  SD  57069 
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But  it’s  not  just  any  Diesel — it’s  a Mercedes-Benz. 
The  Mercedes-Benz  240  Diesel.  It’s  also  unusually 
reliable  and  has  one  of  the  cleanest  burning 
engines  in  any  car.  Want  to  beat  the  gas  shortage? 
We  have  the  solution. 

See  the 

Mercedes-Benz 
240  Diesel  at 
Vern  Eide  Buick 

33rd  & South  Minnesota  Avenue 
Sioux  Falls,  S.D. 

Phone;  336-1720 
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OF  THESE  PEOPLE  WILL  BE  HAPPY  TO  ASSIST  YOU. 
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71  1 North  Lake 

Sioux  Falls,  South  Dakota  57104 
605-336-1976 


Branch  Office 
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Rapid  City,  South  Dakota  57701 
605-343-6755 
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Division  of  Eli  Lilly  and  Company 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adiunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
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TWENTY  YEAR  OLD  FIVE  MONTHS  PREGNANT  FEMALE 
WITH  SUDDEN  ONSET  OF  ABDOMINAL  PAIN 


Steve  Noll,  M.D.* 

Discusser — Family  Practice 


John  F.  Barlow,  M.D.,  FCAP 

Pathologist — Editor 


CASE  NO.  613503 

This  twenty  year  old  five  month  pregnant  primigravida 
developed  low  abdominal  pain,  nausea,  and  occasional 
vomiting  without  blood.  The  patient  was  completely  well 
the  day  before  and  spent  a strenuous  night  dancing  prior  to 
the  onset  of  the  illness.  There  was  no  change  in  bowel 
habits  and  no  vaginal  bleeding.  The  patient  became  prog- 
ressively and  rapidly  ill  with  severe  weakness  over  several 
hours. 

Physical  examination  revealed  an  extremely  ill  pale 
pasty  complected  female  lying  with  her  knees  drawn  up 
and  preferring  not  to  move.  The  pulse  was  rapid  and 
between  112  and  120  per  minute  and  faint  but  regular. 
Her  temperature  was  98°F.  Respirations  were  28  per 
minute  and  deep;  blood  pressure  was  92  systolic  and  60 
diastolic.  The  diastolic  was  hard  to  hear.  Examination  of 
the  head  and  neck  was  unremarkable  except  the  alae  nasal 
were  flaring.  Examination  of  the  chest  was  clear  to 
auscultation  and  percussion.  The  heart  was  apparently  of 
normal  size.  There  was  a rapid  heart  beat  but  no  definite 
murmurs.  No  arrhythmias  were  noted.  The  abdomen  was 
mildly  full  and  silent.  The  uterus  was  felt  five  centimeters 
above  the  symphysis  and  was  firm  and  in  the  midline  and 
symmetrical.  The  remainder  of  the  abdomen  was  generally 
tender  with  more  tenderness  in  the  lower  than  the  upper 
abdomen  with  some  muscle  spasm.  Pelvic  examination 
showed  generalized  tenderness  but  no  diagnostic  findings. 
The  patient  had  quite  marked  pain  when  attempting  to 
straighten  the  legs.  She  was  reluctant  to  move  and  there 
was  definite  jar  tenderness  of  the  abdomen  and  some  re- 
bound tenderness.  No  costovertebral  tenderness  was  noted. 

LABORATORY  DATA:  LTinalysis  yellow,  hazy,  specific 
gravity  1.027,  pH  5.5,  protein-trace,  glucose-3  + (5% 

dextrose  running),  ketones-moderate  amount,  negative  for 
bile  and  hemoglobin,  microscopic  sediment  revealed  2-4 
white  cells  per  hpf.  Admission  hemoglobin  was  10.5  gms/ 
dl,  red  count-3.38  million/mm3,  hematocrit  20  vols/dl, 
mean  corpuscular  hemoglobin  31  micromicrograms,  mean 
corpuscular  volume  90  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  34%.  (A  hemoglobin  before  ad- 
mission was  reported  at  11.0  gms/dl.)  Total  leukocyte  count 
26,900/mm3  with  83%  neutrophils,  4%  neutrophilic  bands, 
13%  lymphocytes.  Platelets  appeared  normal  in  number 
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and  morphology  and  red  cells  were  normochromic  normo- 
cytic.  Platelet  count  426,000/mm3,  prothrombin  time  12.0 
seconds  with  the  control  of  11.5  seconds.  Patial  thrombo- 
plastin time  29  seconds  with  the  control  29  seconds,  fibrino- 
gen 285  mgs/dl  (normal  170  to  410  mgs/dl),  amylase  55 
units/dl,  BUN-18  mgs/dl,  blood  sugar-269  mgs/dl  (glu- 
cose IV  running),  pH-7.37,  PCOs  33  mm  of  mercury,  C02 
content-19  ineq/L,  Sodium-129  meq/L,  Potassium  3.4 
ineq./L,  Chloride  109  meq/L.  A urine  culture  showed  no 
growth  in  48  hours  and  a cervical  culture  showed  normal 
flora.  An  operation  was  performed. 

DR.  STEVE  NOLL:  The  problem  list  on  this  pa- 
tient includes  ( 1 ) acute  abdominal  pain  with 
peritoneal  signs,  (2)  pregnancy,  (3)  impending 
shock,  (4)  normochromic  normocytic  anemia,  (5) 
leukocytosis  with  neutrophilia,  (6)  glycosuria  with 
elevated  blood  sugar,  (7)  fetus,  small  by  dates.  The 
last  point  is  uncertain. 

The  main  problem  is  that  of  an  acute  abdomen  in 
pregnancy.  The  differential  diagnosis  of  the  acute 
abdomen  in  pregnancy  is  not  that  much  different 
than  that  of  the  acute  abdomen  in  the  non-pregnant 
condition.  In  this  case,  appendicitis  is  a considera- 
tion. Most  authors  state  that  the  incidence  of  ap- 
pendicitis in  pregnancy  is  about  the  same  as  that  in 
the  non-pregnant  state.  However,  with  the  growth  of 
the  uterus,  the  position  of  the  appendix  changes.  At 
six  months  of  pregnancy  the  appendix  is  at  the  level 
of  the  iliac  crest;  at  term  the  appendix  can  be  at  the 
right  upper  quadrant.  The  clinical  history  of  ap- 
pendicitis is  similar  to  that  not  related  with  pregnan- 
cy. The  first  symptoms  are  often  periumbilical  pain 
and  other  gastrointestinal  symptoms.  The  localiza- 
tion of  the  pain  will  depend  in  which  stage  of  gesta- 
tion the  patient  is.  This  patient  does  have  a leukocy- 
tosis with  neutrophilia  but  this  is  occasionally  seen  in 
pregnancy.  Appendicitis  in  pregnancy  can  be  more 
serious  than  in  the  non-pregnant  state  because  of  the 
increased  vascularity  and  the  change  in  position  can 
accelerate  gangrene  of  the  appendix.  Also  there  is 
interference  with  omental  migration  so  that  the  in- 
fectious process  is  not  as  well  contained.  If  there  is  a 


FEBRUARY  1975 


9 


suspicion  of  appendicitis  in  pregnancy,  then  you 
should  do  a laparotomy.  There  is  very  little  maternal 
or  fetal  morbidity  with  a laparotomy  during  preg- 
nancy. However,  if  the  appendix  goes  on  to  rupture, 
the  uterus  becomes  a portion  of  the  wall  of  the 
abscess.  Premature  labor  or  abortion  may  ensue.  The 
fetal  mortality  is  high  and  with  labor  there  is  rupture 
of  the  abscess  and  maternal  morbidity  and  mortality 
rates  rise.  I think  appendicitis  is  a good  possibility  in 
this  case.  We  do  not  have  a classical  history.  We  do 
have  abdominal  spasm  and  tenderness  as  well  as 
nausea  and  vomiting.  We  do  have  leukocytosis  with 
neutrophilia.  I feel  if  the  diagnosis  is  appendicitis, 
the  appendix  may  well  be  ruptured. 

One  must  also  consider  acute  pelvic  inflammatory 
disease  in  the  differential  diagnosis  of  acute  abdomen 
in  a young  female.  This  would  be  very  unusual  after 
two  months  of  pregnancy.  Another  possibility  in  a 
young  female  is  ectopic  pregnancy.  This  would  be 
very  unusual  in  this  case  if  she  is  really  five  months 
pregnant.  You  could  postulate  a tubal  pregnancy 
with  a concommitant  intrauterine  pregnancy.  This 
situation  would  be  extremely  rare.  There  was  no 
vaginal  spotting  or  bleeding  in  this  case  which  is  seen 
in  most  ectopic  pregnancies.  Of  course,  if  she  did 
have  an  intrauterine  pregnancy  also,  you  would  not 
have  vaginal  bleeding. 

Cholecystitis  is  a consideration.  There  may  be  bile 
stasis,  increase  in  the  serum  cholesterol,  and  altera- 
tion of  the  bile  salts  in  pregnancy.  Despite  this  the 
incidence  of  cholecystitis  is  quite  low  in  pregnancy 
particularly  in  a patient  this  age.  Moreover,  the  pain 
of  acute  cholecystitis  is  more  epigastric  or  right 
subcostal. 

We  should  mention  Crohn’s  disease  with  involve- 
ment of  the  small  or  large  bowel  but  I would  expect 
to  see  more  preceding  gastrointestinal  symptoms  if 
that  were  the  condition. 

One  probably  should  consider  intestinal  obstruc- 
tion but  this  is  not  a particularly  classical  clinical 
picture  and  the  patient  has  had  no  previous  surgery. 

Fibroids  occur  in  pregnancy  and  during  pregnancy 
they  are  stimulated  to  enlarge.  They  may  undergo 
degeneration,  commonly  around  the  fourth  or  fifth 
month.  Torsion  and  infarction  may  occur.  These 
could  cause  an  acute  abdomen.  I think  that  this 
would  be  unlikely  in  a twenty  year  old  again. 
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Other  possibilities  include  pyelitis,  renal  stones, 
hepatitis  and  peptic  ulcer.  The  clinical  history  and 
the  laboratory  data  both  fail  to  support  the  above 
considerations. 

Finally,  one  must  consider  ovarian  tumors  in 
pregnancy  and  their  complications.  The  four  most 
common  ovarian  tumors  which  occur  in  pregnancy 
are  benign  cystic  teratoma,  corpus  luteum  cyst, 
mucinous  cystadenoma,  and  serous  cystadenoma. 
Any  of  these  may  undergo  torsion  or  rupture  with 
bleeding  and  peritoneal  irritation.  Torsion  of  ovarian 
tumors  is  markedly  increased  in  pregnancy  and  I 
hope  somebody  will  comment  on  why  that  occurs. 
This  is  no  relationship  to  the  size  of  the  tumor 
itself.  Torsion  is  most  common  with  the  teratoma  and 
corpus  luteum  cyst  than  the  other  two.  The  impend- 
ing shock  may  have  been  secondary  to  sepsis  from 
perforated  appendicitis,  or  could  have  been  seconda- 
ry to  hemorrhage  from  a ruptured  ovarian  cyst. 

The  anemia  is  normochromic  normocytic  and  not 
characteristic  of  a hypochromic  anemia  or  chronic 
blood  loss.  If  the  patient  has  acute  hemorrhage,  it  is 
too  early  to  tell  from  the  hemoglobin.  The  glycosuria 
and  elevated  blood  sugar  may  have  been  on  the 
basis  of  a glucose  containing  intravenous  solution 
running  or  of  the  stress  of  the  abdominal  process. 
Diabetes  can  present  with  abdominal  pain  but  I 
don’t  feel  that  is  really  a consideration  here.  She  is 
not  acidotic. 

The  last  problem  I listed  was  the  uterus  was  small 
for  dates.  The  uterus  should,  by  this  time,  be  half- 
way to  the  umbilicus.  The  tape  measure  is  not  a good 
indication  of  fetal  maturation  but  I cannot  ignore  this 
finding.  I cannot  evaluate  the  significance  of  the 
above. 

DR.  STEVE  NOLL’S  DIAGNOSIS: 

Rupture  of  ovarian  cyst  either  benign  cystic 
teratoma  or  corpus  luteum  cyst  with  hemorrhage. 
*DR.  RICHARD  JONGEWAARD:  Did  you  con- 
sider a ruptured  uterus  with  intraabdominal  preg- 
nancy and  bleeding? 

DR.  NOLL:  I didn’t  consider  it  seriously. 

**DR.  RUSSELL  ORR:  Do  we  have  any  infor- 
mation whether  the  uterus  was  felt  earlier  in  preg- 
nancy and  was  abnormal  or  retroflexed? 

DR.  NOLL:  No,  I don't  have  any  other  information. 
***DR.  SI  LEE:  Had  this  patient  had  any  previous 
problem  with  fertility? 

1DR.  TOM  LOOBY : No.  Actually,  she  was  at- 
tending her  wedding  party  and  had  been  engaging  in 
vigorous  dancing  and  went  to  b:d  feeling  well  but 
woke  up  in  the  middle  of  the  night  with  abdominal 
pain.  She  was  referred  in  by  her  attending  physician 
when  it  was  known  that  she  was  becoming  severely 
ill. 
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*DR.  B.  J.  WILLIAMS:  The  uterus  is  indeed 
small.  Had  there  been  any  problems  previously  with 
the  pregnancy? 

DR.  LOOBY : No,  the  pregnancy  was  confirmed  by 
her  physician  and  seemed  to  be  progressing  normally. 
DR.  LEE:  I would  like  to  add  a couple  of  comments. 
First  of  all,  the  reason  that  you  see  increased  inci- 
dence of  twisted  ovarian  cysts  in  pregnancy  is  that 
the  adnexa  are  intrapelvic  structures  in  early  preg- 
nancy but  become  intraabdominal  structures  as  the 
uterus  enlarges.  The  normal  adnexa  or  adnexal 
tumors  rise  out  of  the  pelvis  and  can  twist.  I agree 
that  the  uterus  is  indeed  small  by  dates  but  an 
ectopic  pregnancy  would  be  very  unlikely  at  this  late 
stage  of  pregnancy.  A twisted  ovarian  cyst  with  rup- 
ture or  even  just  rupture  of  an  ovarian  cyst  with 
bleeding  are  possibilities.  Another  possibility  is  a 
rupture  of  an  adrenal  or  splenic  cyst. 

DR.  WILLIAMS:  Although  a little  unlikely  in  the 
absence  of  vaginal  bleeding,  one  possibility  for  a 
small  for  dates  uterus  and  intraabdominal  bleeding 
would  be  a chronic  ectopic  pregnancy  with  rupture 
of  an  hematocele  of  the  broad  ligament. 

DR.  BARLOW:  Dr.  Looby,  do  you  want  to  explain 
what  you  found  in  operation? 

DR.  LOOBY : The  patient  presented  with  this 
unusual  complex  of  symptoms  as  stated.  She  was  in 
shock  and  had  a surgical  abdomen.  Surgical  consulta- 
tion was  obtained  but  even  after  getting  some  lab- 
oratory data,  we  were  not  sure  of  the  cause  of  illness. 
We  made  a right  paramedian  incision  because  she 
did  have  some  localization  and  tenderness  on  the 
right  side.  Our  preoperative  diagnosis  was  a rup- 
tured abdominal  viscus  or  an  acute  appendicitis.  On 
entering  the  abdomen  she  had  an  obvious  gross 
hemorrhage.  She  was  explored  and  she  had  a uterine 
anomaly  consisting  of  a rudimentary  uterine  horn 
with  a pregnancy  which  had  ruptured.  Blood  flow 
seemed  to  be  pretty  well  controlled  at  this  time  per- 
haps due  to  the  patient’s  shock.  The  ectopic  preg- 
nancy in  the  uterine  horn  was  excised  with  the 
uterine  horn. 

DR.  WILLIAMS:  Which  side  was  the  pregnancy  on? 
DR.  LOOBY : On  the  left.  I could  not  really  deter- 
mine that  she  had  a double  uterus  on  pelvic  examina- 
tion when  I saw  her  because  she  had  such  a rigid 
abdomen. 

**DR.  MIKE  BUSIAN:  Why  didn’t  she  have  vaginal 
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bleeding? 

DR.  LOOBY:  I think  the  same  reason  exists  for 
vaginal  bleeding  in  this  situation  as  it  would  in  an 
ectopic  pregnancy.  There  is  a decrease  in  the 
chorionic  gonadotropin  titer  when  the  ectopic  ges- 
tation dies.  This  decrease  in  the  hormone  titer  is 
enough  to  cause  sloughing  of  the  endometrium.  In 
this  case  apparently,  there  was  not  enough  decrease 
in  hormone  titer.  Up  to  the  point  of  the  rupture,  this 
was  a normally  progressing  pregnancy. 

***DR.  MILTON  MUTCH:  I do  not  think  we  can 
call  this  a classical  ectopic.  I have  never  seen  an 
ectopic  without  vaginal  bleeding. 

DR.  BARLOW:  This  is  the  picture  of  the  rudimen- 
tary horn  of  the  uterus.  A fetal  small  part  is  sticking 
through  an  opening  in  the  thinned  myometrium. 
(Fig.  I ) The  next  slide  is  a microscopic  showing  the 
chorionic  villi  and  the  thinned  myometrium  of  the 
rudimentary  horn.  You  will  note  that  there  is  no 
decidua  between  the  muscle  and  the  chorionic  villi. 
This,  incidentally,  is  the  usual  finding  in  placenta 
accreta  which  is  adherent  because  no  cleavage  plane 
exists  (Fig.  II) . 


Figure  I 

Fetal  small  part  can  be  seen  protruding  from  ruptured  horn 
of  double  uterus. 


The  uterine  anomaly  discussed  is  the  most  com- 
mon type  of  anomaly  that  occurs  in  the  female  in- 
ternal genetalia.  This  is  absence  of  fusion  of  the 
embryologically  paired  mullerian  ducts.  This  can  end 
up  in  a total  double  uterus  (uterus  didelphys)  or  in  a 
bicornuate  uterus  as  in  this  case.  Rarely  there  may 
be  a unilateral  maturation  of  one  mullerian  duct  with 
incomplete  development  of  the  opposite  side.  There 
is  usually  a renal  anomaly  on  the  opposite  side.  The 
third  common  type  of  anomaly  in  the  female 
genetalia  is  complete  or  partial  defective  canaliza- 
tion of  the  vagina.  Sacculation  of  the  uterus  is  ex- 
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tremely  rare  and  I don't  think  we  have  to  postulate 
that  in  this  case. 


Figure  II 

Placental  villi  in  uterine  abut  on  myometrium  without  in- 
tervening  decidua. 


FINAL  ANATOMIC  DIAGNOSIS 
1.  Pregnancy  in  Rudimentary  Uterine 
Horn  With  Rupture  and  Hemorrhage 

DR.  MUTCH:  Do  you  think  the  placenta  accreta 
has  something  to  do  with  the  endometrial  insufficien- 
cy in  the  uterine  horn? 

DR.  BARLOW:  I think  it  probably  did. 

DR.  LOOBY:  There  has  been  a series  of  these  rup- 
tured uterine  with  pregnancy  in  rudimentary  uterine 
horns.  The  most  recent  series  was  in  1956.  There 
were  79  cases.  The  average  time  of  rupture  was  at 
twenty  weeks  of  gestation  as  in  this  case.  The  com- 
mon tubal  ectopic  pregnancy  usually  ruptures  some- 
where between  eight  and  ten  weeks  depending  upon 
the  site  of  implantation.  The  cornual  or  interstitial 
pregnancy  though  usually  ruptures  somewhere  be- 
tween twelve  and  sixteen  weeks.  I think  rupture  in 
this  case  was  a growth  phenomenon.  The  horn  was 
just  not  able  to  accomodate  the  pregnancy.  The 
problem  with  the  cornual  pregnancies  and  pregnan- 
cies in  the  uterine  horns  are  that  they  bleed  massive- 
ly. The  reason  the  bleeding  may  have  subsided  in 
this  case  was  due  to  the  patient’s  shock.  These 
pregnancies  often  die  in  the  ambulance  or  the  emer- 
gency room  from  hemorrhage. 

DR.  MUTCH:  Did  the  rupture  occur  through  the 
placenta? 

DR.  BARLOW:  No. 

*DR.  LLOYD  SWEENEY:  How  long  elapsed  from 
the  time  she  hit  the  hospital  until  the  operation  was 
performed? 

DR.  BARLOW:  Four  hours. 
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DR.  JONGEWAARD:  What  are  you  going  to  rec- 
ommend for  future  pregnancies? 

DR.  LOOBY : At  the  present  time,  the  patient  is 
electing  to  delay  further  pregnancy  by  contraceptive 
means.  However,  I think  that  in  the  future  she  should 
be  followed  carefully.  The  delivery  should  certainly 
be  by  Casearian  section. 

DR.  SWEENEY : Would  any  of  the  new  modalities 
like  ultrasound  have  helped? 

DR.  LOOBY : No,  I don’t  think  ultrasound  would 
have  helped.  Peritoneal  tap  may  have  revealed 
hemorrhage  present  but  the  patient  had  a surgical 
abdomen  and  we  went  ahead  with  a laparotomy. 
Ultrasound  can  be  used  to  diagnose  normal  intra- 
uterine pregnancy,  multiple  pregnancy  and  tropho- 
blastic disease.  It  has  some  limitations  in  the 
diagnosis  of  ectopic  pregnancy. 

BIBLIOGRAPHY 

1.  Williams  Obstetrics,  Heilman  and  Pritchard,  14  edition, 
p.  645-648  Appleton  Century  Crofts  1971. 

2.  Novak's  Gynecologic  and  Obstetric  Pathology,  Novak 
and  Woodruff  p.  568-569.  W.  B.  Saunders  1974. 

3.  Laparotomy  During  Pregnancy:  An  Assessment  of  Diag- 
nostic Accuracy  and  Fetal  Wastage,  P.  Saunders  and 
P.J.D.  Milton,  British  Med.  Journal  pp.  165-167  July 
21,  1973. 

4.  Ovarian  Tumors  in  Pregnancy,  K.  C.  White,  Am  J.  of 
Ob-Gyn.  Vol.  116  No.  4 pp.  544-549,  June  15,  1973. 

5.  Ovarian  Tumors  in  Pregnancy,  B.  W.  Buttergetal,  Med. 
J.  Australia  Vol.  1,  pp.  345-349;  1973. 

6.  A 21  year  Survey  of  G54  Ectopic  Pregnancies.  J.  L. 
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Health  planning  has  now  become  a legal  reality.  As  the  93rd  Congress  came  to  a close,  the  Health  Policy 
and  Planning  Resources  Development  Act  was  approved.  This  bill  provides  for  a national  system  for  control 
planning  for  supply,  organization  and  distribution  of  health  services.  The  state  Planning  and  Development 
Agencies  are  to  be  responsible  for  locally  implementing  their  planning  activities.  The  measure  provides  for  a 
test  program  to  be  operated  in  six  states. 

This  measure  replaces  the  Comprehensive  Health  Planning  Program  and  the  Regional  Medical  Programs. 
The  local  and  state  health  agencies  are  to  develop  both  long-range  and  short-range  health  plans  under  na- 
tional guidelines  which  will  be  developed  by  the  Secretary  of  H.  E.  W.  in  the  next  eighteen  months  covering 
almost  all  facets  of  the  health  system  except  for  health  manpower  which  Senator  Kennedy  proposes  to  pass 
in  the  94th  Congress.  All  new  hospital  building  and  expansion  will  be  subject  to  rigid  controls. 

The  scope  of  the  Health  Planning  Act  is  so  extensive  as  to  be  almost  unbelievable.  The  Secretary  of 
H.  E.  W.  establishes  quantitative  national  standards  for  the  distribution  of  health  resources  which  include 
health  services  and  facilities.  Four  layers  of  planning  and  regulatory  authority  are  created  under  Secretary 
of  H.  E.  W.  who  is  in  final  authority:  (1)  Health  System  Agencies;  (2)  State  Agencies;  (3)  State  Health  Co- 
ordinating; (4)  National  Advisory  Council.  State  legislatures  are  required  to  adopt  certificate  of  need  legisla- 
tion to  implement  state  programs  of  control  which  would  have  to  be  satisfactory  to  the  Secretary  of  H.  E.  W. 
With  all  this  highly  structured  and  cumbersome  regulatory  system,  it  is  extremely  difficult  to  avoid  confusion 
between  the  many  parties  involved. 

In  South  Dakota  where  the  longevity  is  one  of  the  highest  in  the  nation,  the  need  for  regulation  would 
seem  to  be  minimal.  It  behooves  every  physician  to  become  acquainted  with  this  bill  as  regulations  develop; 
our  close  attention  is  likewise  needed  on  the  forthcoming  Health  Manpower  legislation  (Kennedy). 

Sincerely, 

Robert  E.  Van  Demark,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Today,  it  seems  most  dealers  and 
leasing  firms  consider  the  lease  more 
important  than  the  car  you  11  have  to 
drive.  Not  Mercedes-Benz. 

A Mercedes-Benz  gives  you  features 
simply  not  available  on  any  domestic 
luxury  sedan  at  any  monthly  price. 

Come  in.  We’ll  help  tailor  a leasing 
plan  to  your  specific  needs.  The 
monthly  cost  should  surprise  you. 

This  year,  lease  a Mercedes-Benz. 
Because  you  don’t  drive  the  lease,  you 
drive  the  car. 

Lease  a 

Mercedes-Benz  from 
Vern  Eide  Buick 

33rd  and  South  Minnesota  Ave. 

Sioux  Falls,  S.D. 

Ph.  336-1720 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine . In 
case  of  overdosage  or  individual  hyper  sensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO. 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy. 
late  HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t. i d ; 5 to  8 years,  4 
ml  (2  mg.)  q.i.d  ; 8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets.  2.5  mg.  of  diphenoxylate 
HCI  with  0 025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  ’/z  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz  bottle  of  Lomotil  liquid. 
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II.  THE  ADVANTAGES  OF  LOCAL  ANESTHESIA  FOR 

CESAREAN  SECTION 

(PRENATAL,  NEONATAL,  AND  DEVELOPMENTAL 

COMPARISONS) 


by 

Brooks  Ranney,  M.D.* 
Department  of  Obstetrics  and  Gynecology 
and 

W.  F.  Stanage,  M.D.* 
Department  of  Pediatrics 


ABSTRACT: 

Fetal  responses  and  maternal  physiology  should  be  con- 
sidered while  choosing  anesthesia  for  cesarean  section. 
Among  5,010  obstetric  patients  delivered  by  the  senior  au- 
thor, section  was  performed  for  283  (5.6%).  (Seven  fetuses 
were  dead  before  section).  Section  was  performed  for  276 
mothers  with  live  fetuses — 218  using  local,  44  using  general, 
and  14  using  spinal  anesthesia. 

Following  local  anesthesia,  92%  of  newborn  babies  cried 
spontaneously.  After  general  anesthesia,  97%  of  newborn 
babies  needed  tracheal  catheter  resuscitation.  After  spinal 
anesthesia,  64%  needed  resuscitation.  (1)  lack  of  complete 
prenatal  care,  (2)  occurrence  of  obstetric  complications,  and 
(3)  prematurity — all  contribute  toward  neonatal  deaths. 

Introduction: 

While  deciding  which  anesthesia  to  use  for  cesare- 
an section,  the  obstetrician  must  evaluate  conditions 
which  are  not  present  in  the  usual  preoperative  pa- 
tient. These  include:  1)  systemic  pathophysiologic 
changes  in  the  mother  caused  by  pregnancy,18  2) 
the  physiology  of  the  placenta  and  the  pregnant  and 
puerperal  uterus,840  3)  the  specific  obstetric  com- 
plications,20 and  of  greatest  importance  4)  the  central 
nervous  system  and  respiratory  response  of  the  fetus 
and  newborn  baby.41119 

Careful  observations  of  maternal  and  perinatal 
responses,  during  and  after  section,  have  taught  us 
that  local  field  block  of  the  abdominal  wall  is  the 
least  complicated,  most  direct  technique  of  anes- 
thesia which  will  provide  necessary  pain-relief,  yet 
adversely  modify  the  maternal-fetal  physiology  the 
least.3-6-7'8-942'1317-18 

Methods  of  Anesthesia  Utilized  in  Attempts  to  Pro- 
tect Mothers  and  Fetuses: 

1.  Preparation: 


* University  of  South  Dakota  School  of  Medicine;  The 
Yankton  Clinic,  400  Park  Avenue,  Yankton,  South  Dakota 
57078. 


However,  5 (out  of  16)  neonatal  deaths  might  have  been 
avoided  if  local  anesthesia  had  been  used  for  cesarean  sec- 
tion, before  delivery,  rather  than  general  or  spinal. 

Pediatric  care  was  provided,  and  the  subsequent  develop- 
ment of  232  of  these  children  was  evaluated.  Twenty-two 
had  neurologic  defects  possibly  related  to  anesthesia  or  hy- 
poxia. Of  these  22  infants,  31.8%  had  been  delivered  by 
section  using  general  anesthesia;  only  14.3%  of  the  remain- 
ing infants  had  been  delivered  by  section  using  general 
anesthesia. 

Many  of  these  mothers  had  second,  third,  and  even  fourth 
cesarean  sections  using  local  anesthesia  (technique  diagramed 
and  described.) 

Usually,  only  0.4  mg.  of  atropine  is  used  for 
premedication  prior  to  section.9  Occasionally,  pa- 
tients in  labor  may  have  received  medication  for  pain 
prior  to  the  decision  for  section;  however,  no  more 
than  75  to  100  mg.  of  meperidine  (Demerol)  would 
have  been  used.  All  barbiturates5  and  morphine 
are  avoided  because  they  severely  depress  the  fetal 
sensorium. 

Supine  position  is  avoided  as  long  as  possible,  to 
reduce  postural  hypotension.1-15  The  mother  remains 
on  her  most  comfortable  side  until  just  before  the 
abdominal  preparation.  The  operating  table  is  an- 
gled slightly,  head  down.15 

The  mother  is  allowed  to  breathe  oxygen  from  a 
mask,  in  a relaxed  manner.  611 13  Glucose  in  wa- 
ter drips  slowly  to  keep  a large-bore,  intravenous 
catheter  open;  blood  is  available.  The  bladder  is 
empty. 

Not  only  the  obstetrician,  his  assistants,  and  the 
anesthetists  are  present,  but  also,  the  pediatrician 
is  in  the  operating  room.  He  has  tracheal  catheters 
and  an  oxygen  supply  for  the  newborn.11 

2.  General  Anesthesia: 

Nitrous-oxygen-ether  anesthesia  for  section  was 
discontinued  by  us  prior  to  1950  because  of  its  per- 
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sistently  depressing  effect  on  the  newborn.11 

Most  of  the  general  anesthesias  for  section  report- 
ed in  this  study  have  been  oxygen-cyclopropane. 
When  all  is  ready,  the  mother  shifts  from  her  side  to 
her  back.  The  abdomen  is  draped.  After  a rapid  in- 
duction with  cyclopropane-oxygen,  rapid  section  is 
performed.  Depending  upon  adhesions  from  prior 
operations,  this  takes  from  4 to  8 minutes.8'16  A 
reasonably  short  interval  before  delivery,  all  cyclo- 
propane is  removed  from  the  system,  and  the  mother 
receives  only  oxygen;  it  is  hoped  that  this  may  re- 
duce fetal  depression  at  birth.11 

In  several  instances,  pentathol-nitrous-succinyl- 
choline,  “balanced”  anesthesia  was  used,2  but  the 
depressing  effect  on  the  newborn  seemed  to  be  great- 
er than  with  oxygen-cyclopropane,  despite  precau- 
tions of  light  dosage.2’4’20 

3.  Spinal  Anesthesia: 

Because  of  venous  dilatation  and  engorgement 
induced  by  hormones  and  the  enlarging  uterus,  the 
lower  spinal  canal  has  a reduced  capacity  during 
late  pregnancy.1  Therefore,  the  volume  of  spinal 
anesthetic  agent  should  be  smaller  than  in  the  non- 
pregnant patient,  to  avoid  dangerously  high  levels 
of  anesthesia.  However,  this  seems  to  be  quite  vari- 
able, in  different  mothers,  during  section;  thus,  a 
dose  which  would  cause  a very  high  level  of  anes- 
thesia for  one  mother  may  cause  a low  level  of  in- 
complete anesthesia  for  another  mother,11  supple- 
mentation with  local  infiltration  or  general  anes- 
thesia is  then  needed,  before  abdominal  incision. 
Varying  small  doses  of  procaine,  pontocaine,  nuper- 
caine,  or  cyclaine  were  used.  No  continuous  spinal 
anesthesia  has  been  attempted. 

Frequent,  immediate,  and  sometimes  severe,  ma- 
ternal hypotension  was  treated  by  wrapping  legs 
with  ace  bandages  before  spinal  anesthesia,  by  ele- 
vating legs  immediately  afterwards,  and  when  need- 
ed, by  using  vasopressors,  intravenously.444 

In  addition,  spinal  anesthesia  was  associated  sev- 
eral times  with  marked  increase  in  myometrial  tone, 
producing  a prolonged,  abnormal  uterine  spasm.10 

Uterine  spasm,  and  maternal  hypotension  treated 
with  vasopressors,  certainly  reduce  placental  per- 
fusion, and  would  tend  to  cause  fetal  hypoxia.14  Be- 
cause we  saw  evidence  of  such  fetal  hypoxia,  we 
have  not  used  spinal  anesthesia  during  cesarean  sec- 
tion since  1959. 15 

4.  Local  Anesthesia: 

The  areas  of  the  incision  are  infiltrated  with 
1 % procaine  (specific  technique  described  later).  A 
longer-acting  agent,  or  supplementation  with  epi- 
nephrine, is  not  necessary.  During  this  interval,  pri- 
or to  delivery  of  the  baby  and  placenta,  the  mother 
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receives  oxygen  from  a mask.  After  delivery  of  the 
baby,  the  mother  may  be  given  an  oxytocic  to  fa- 
cilitate placental  separation  or  myometrial  tone. 

We  usually  obtain  abdominal  field  block  anesthe- 
sia, using  less  than  60  ml.  of  one  percent  procaine; 
no  more  than  100  ml.  is  used  for  any  mother,  how- 
ever large  she  may  be.  There  have  been  no  sig- 
nificant toxic  effects  or  reactions  in  218  mothers  or 
newborns,  using  local  infiltration  anesthesia.7 

After  the  mother  has  seen  her  baby,  general 
anesthesia  is  induced,  using  intravenous  pentothal, 
followed  by  gas.  Then,  the  incisions  are  sutured.  In 
some  instances,  suturing  may  be  completed  using 
only  local  anesthesia. 

Statistics  and  Evaluation: 

During  the  25  years,  1948  through  1972,  5,010, 
mostly  private,  obstetric  patients  were  delivered  by 
the  senior  author.  Delivery  by  cesarean  section  was 
considered  to  be  indicated  for  283  mothers  and  in- 
fants (5.6%). 

1.  Fetal  Deaths: 

Among  these  mothers  requiring  section,  there 
were  25  who  had  been  referred  during  acute  ob- 
stetric emergencies.  These  patients  had  received  min- 
imal prenatal  care,  or  none.  In  seven,  the  fetus 
was  already  dead  in  utero.  Six  of  these  had  total 
premature  separation  of  the  placenta  with  severe 
hemorrhage,  hypofibrinogenemia,  and  associated 
complications;  cervices  were  long  and  firm.  All  six 
mothers  were  very  toxic. 

Despite  two  prior  sections,  the  seventh  mother 
had  seen  her  doctor  only  once  during  this  pregnancy; 
she  was  referred  to  us  during  labor,  with  a large 
baby,  dead  in  utero,  due  to  hemolytic  disease.  (These 
seven  patients  are  excluded  from  Figure  1 and  Ta- 
bles I through  V,  but  are  included  in  Table  VI.) 

2.  Viable  Fetuses: 

The  remaining  276  mothers  came  to  cesarean 
section  with  live  fetuses  in  utero.  However,  137 
mothers  or  fetuses  were  in  emergency  status  at  the 
time  of  section  (Table  IV). 

In  Figure  1 the  276  living  infants  have  been  sepa- 
rated into  three  groups — those  in  which  1)  local 
anesthesia,  2)  general  anesthesia,  or  3)  spinal  anes- 
thesia was  used  prior  to  delivery  by  section.  Al- 
though differing  in  numbers,  the  “local”  and  “gen- 
eral” groups  have  similarly  proportional  birth 
weights.  However,  the  three  infants  who  weighed 
less  than  1000  grams  at  birth  probably  were  af- 
fected more  by  severe  prematurity  than  by  general 
anesthesia  (see  Table  II);  therefore,  corrections  have 
been  made  in  Table  ITT  (see  parentheses). 

The  14  infants  whose  mothers  received  spinal 
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BIRTH  WEIGHTS  OF  INFANTS  DELIVERED  BY  SECTION 


LOCAL 213 

ANESTHESIA  USED  GENERAL 44 

SPINAL  14 


GRAMS 

Figure  1 

Graphs  show  respective  numbers  of  infants  in  various 
weight  groups  which  were  delivered  by  section  using 
either  local,  general,  or  spinal  anesthesia. 

anesthesia  form  a group  too  small  to  be  significant; 
they  are  shown  here  for  completeness  and  general 
comparison. 

3.  Infant  Response  at  Birth: 

During  section  it  is  apparent  to  the  operating 
obstetrician  and  the  receiving  pediatrician  that,  fol- 
lowing the  use  of  general  anesthesia  for  the  mother, 
nearly  all  newborn  infants  needed  tracheal  catheter 
resuscitation  (Table  I).  The  newborn  Apgar  scores 
ranged  from  a poor  1 to  a fair  8.  This  is  true  despite 
many  precautions  to  avoid  depressing  the  fetal  sen- 
sorium. 

Likewise,  if  spinal  anesthesia  has  been  used,  more 
than  half  of  the  infants  require  resuscitation. 

Conversely,  at  the  operating  table  it  is  dramatical- 


ly obvious  that  if  only  local  anesthesia  is  used  for  the 
mother  prior  to  the  birth  of  the  baby,  most  infants 
cry  spontaneously  while  they  are  being  lifted  through 
the  section  incision.  Resuscitation  is  seldom  need- 
ed, and  Apgar  scores  are  usually  an  excellent  9 or 
10. 

Included  in  Table  I are  48  premature  babies 
(gestational  ages,  30  to  37  weeks;  birth  weights, 
1200  to  2500  grams)  who  cried  spontaneously, 
immediately.  Their  mothers  received  only  local  an- 
esthesia prior  to  birth  of  the  infants. 

Thus,  the  infant’s  initial  respiratory  effort  was  no- 
tably impeded  if  the  mother  received  general  an- 
esthesia, somewhat  reduced  if  spinal  anesthesia  was 
used,  but  only  rarely  and  slightly  affected  if  section 
was  performed  under  local  anesthesia. 

4.  Neonatal  Deaths: 

All  16  neonatal  deaths  of  infants  that  followed 
delivery  by  section  occurred  within  48  hours  after 
birth;  most,  within  24  hours. 

a.  Effect  of  Prematurity: 

Prematurity  of  the  infants  is  important.2’8 
Only  two  term  infants  died  (0.9%),  but  14  prema- 
ture infants  died  (Table  II.)  No  fetus  survived  if  less 
than  30  weeks  of  gestation;  50  to  66%  survived  if 
between  30  through  34  weeks;  83  to  89%  lived  if 
they  had  reached  gestational  ages  of  34  through  36 
weeks;  94%  survived  at  37  weeks. 

b.  Effect  of  Maternal-Fetal  Complications: 
Elective  Repeat  Section:  In  1951,  the  22nd 

infant  in  this  series  was  the  first  to  die.  An  uncom- 
plicated, third  cesarean  section  was  performed  using 
general  anesthesia.  The  term  infant  weighed  3075 
grams,  required  tracheal  catheter  resuscitation,  and 
responded,  but  died  of  hyaline  membrane  disease 
within  24  hours  (Table  II). 

This  experience,  and  growing  dissatisfaction  with 
the  usual  necessity  for  tracheal  catheter  resuscitation 
of  the  newborn  infants,  led  us  away  from  general 
anesthesia,  toward  conduction  (spinal)  anesthesia 
for  sections.  However,  within  a year  a second,  term 
infant  died,  this  time  within  48  hours  after  a third 
section  was  performed  using  spinal  anesthesia  (Ta- 
ble II). 


Table  I 


Infant  Response  At  Birth — Cesarean  Section 


Anesthesia 
Birth  of 

Before 

Infant 

Needed  Tracheal  Catheter 
Resuscitation 
(Apgar  = 1 through  8) 

Cried  Spontaneously 
Immediately 
(Apgar  = 9 or  10) 

Number 

Type 

Number 

Percent 

Number 

Percent 

218 

Local 

16 

7.3% 

202 

92.7% 

44 

General 

43 

97.7% 

1 

2.3% 

14 

Spinal 

9 

64.4% 

5 

35.6% 

FEBRUARY  1975 


25 


Table  II 


Neonatal-Deaths 
Evaluated  Relative  To: 

Complications,  Fetal  Ages,  and  Types  of  Anesthesia 


Maternal 

Fetal 

Complications 

24- 

25 

28 

30 

Gestational 
31  32 

Ages  of  Fetuses  (Weeks) 
33  34  35 

36 

37 

Term 

Total 

Neonatal 

Deaths 

Prior  Section 
(Repeat) 

M HD 

2 

Placenta  Previa 

GG 

G 

L 

0 

L 

6 

Premature  Separation 
of  Placenta 

G 

m 

m 

3 

Hemolytic  Disease 
(Severe) 

LL 

2 

Diabetes  (Severe) 

L 

L 

2 

Carcinoma  Cervix 
Stage  III 

L 

1 

Total  Neonatal 
Deaths 

3 

1 

1 

1 

1 

i 

1 

2 

2 

1 

2 

16 

Total  Cesarean 
Sections 

3 

1 

3 

2 

3 

3 

6 

13 

18 

17 

207 

276 

Percent  Neonatal 
Deaths 

100 

100 

33.3 

50 

33.3 

33.3 

16.7 

14.9 

11.1 

5.8 

0.9 

5.8% 

Code:  G = general  anesthesia;  S = spinal  anesthesia;  L = local  anesthesia 

□ = infant  might  have  survived  if  local  anesthesia  had  been  used. 


Study  of  mothers’  and  babies’  records  indicated 
that  these  two,  term  infants  probably  would  not 
have  died  if  their  mothers’  operations  had  been 
performed  using  local  anesthesia  prior  to  birth  (Ta- 
ble II). 

Placenta  Previa:  The  two  fetuses  delivered  by  sec- 
tion at  3 1 and  34  weeks  of  gestation  (Table  II), 
using  local  anesthesia,  were  seriously  jeopardized 
by  blood  loss  from  placenta  previa  and  vasa  previa 
before  their  mothers  entered  the  hospital.  Neither 
mother  had  sought  any  prenatal  care  (Table  VI)! 

Conversely,  the  infant  who  was  delivered  at  32 
weeks  gestation,  using  general  anesthesia,  was  not 
jeopardized  by  blood  loss,  and  might  have  survived 
if  local  anesthesia  had  been  used  (Table  II). 

Premature  Separation  of  the  Placenta:  Neither 
the  infant  delivered  at  33  weeks  (general  anesthesia) 
nor  the  infant  delivered  at  36  weeks  (spinal  anes- 
thesia) had  been  seriously  jeopardized  by  the 
amount  of  placental  separation  (Table  II).  In  retro- 
spect, they  probably  would  have  survived  if  local 
anesthesia  had  been  used  for  their  mothers.  Neither 
mother  had  sought  any  prenatal  care  (Table  VI)! 

Hemolytic  Disease:  Both  infants  were  very  nearly 
dead  from  hemolytic  disease  when  we  first  saw  their 
mothers,  and  performed  sections  at  35  weeks  gesta- 
tion (Table  II).  Neither  mother  had  sought  adequate 
prenatal  care  (Table  VI). 

During  a subsequent  pregnancy  for  one  of  these 
mothers,  we  provided  proper  prenatal  care  and  diag- 


nostic procedures  for  hemolytic  disease,  performed 
section  under  local  anesthesia,  and  treated  the  affect- 
ed infant  by  exchange  transfusion,  with  excellent 
result. 

Diabetes:  Both  infants  who  died  following  section 
at  36  and  37  weeks  gestation  (Table  II)  were  from 
the  same  mother — a sporadically  uncooperative, 
severe  diabetic,  whose  insulin  requirements  during 
pregnancy  ranged  from  90  to  140  units  per  day.  Only 
one  of  her  three  infants  survived.  With  better  ma- 
ternal cooperation,  and  with  more  recently  devel- 
oped techniques  of  newborn  care,  another  infant 
might  have  lived. 

Carcinoma  of  the  Cervix  (Stage  III):  This  in- 
fant (30  weeks  gestation,  1388  grams,  section,  local 
anesthesia)  was  delivered  in  1955  (Table  II).  He 
probably  would  have  survived,  if  born  today, 
c.  Effect  of  Anesthesia: 

Thus,  it  is  probable  that  five  neonatal  deaths 
might  have  been  avoided  if  local  anesthesia,  rather 
than  general  or  spinal  anesthesia,  had  been  used  for 
their  mothers  prior  to  delivery 

According  to  the  gross  statistics  in  Table  III,  those 
mothers  whose  operations  were  performed  using 
general  anesthesia  had  infants  with  a neonatal  death 
rate  almost  five  times  as  high  as  the  neonatal  death 
rate  of  infants  if  the  mothers’  operations  were  per- 
formed using  local  anesthesia. 

Even  discounting  the  three  very  immature  and 
seriously  jeopardized  infants  (Table  II),  who 
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Table  III 

Neonatal  Deaths  and  Type  of  Anesthesia 


Anesthesia  for 

Number  of 

Neonatal  Death  Rate 

Number 

Section 

Neonatal  Deaths 

(per  1000) 

218 

Local 

7 

32.1 

44 

General 

7 (4) 

159.1  (90.9) 

14 

Spinal 

2 

142.8 

weighed  less  than  1000  grams,  and  who  were  de- 
livered using  general  anesthesia,  the  neonatal  death 
rate  with  general  anesthesia  (parentheses,  Table 


III)  is  still  three  times  the  rate  with  local  anesthesia. 
Although  these  numbers  are  small,  and  are  hardly 
subject  to  statistical  analysis,  nevertheless,  they  are 
indicative.9 

To  evaluate  possible  selection  factors  which  might 
weight  statistics  in  favor  of  one  or  another  anesthe- 
tic technique,  the  section  patients  were  divided  into 
four  different  groups,  based  on  the  respective  con- 
ditions of  mothers  and  babies  at  the  beginning  of 
the  operation  (Table  IV). 


Table  IV 

Neonatal  Deaths  and  Type  of  Anesthesia 
Evaluated  Relative  to: 

The  Condition  of  Mother  and  Fetus  at  Beginning  of  Section 


Type  of 
Anesthesia 

Condition  of 
Neonatal  Infant 

Emergency 

Elective 

Severe 

Emergency 

Labor  with 
Complications 

With  Compli- 
cations 

No  Compli- 
cations 

Alive 

47 

53 

51 

60 

Local 

(Neonatal  Death) 

(3) 

(1) 

(3) 

Alive 

14 

12 

2 

9 

General 

(Neonatal  Death) 

(5) 

(1) 

(1) 

Alive 

3 

9 

Spinal 

(Neonatal  Death) 

(1) 

(1) 

Only  two  neonatal  deaths  of  infants  followed  birth 
from  the  80  mothers  who  had  uncomplicated,  elec- 
tive sections.  General  anesthesia  had  been  used  for 
one  section,  and  spinal  for  the  other.  No  infant  died, 
among  this  group,  if  only  local  anesthesia  was  used 
prior  to  birth. 

The  three  neonatal  deaths  which  followed  birth 
from  complicated,  elective  sections  were  caused  by 
very  severe  diabetes  or  hemolytic  disease. 

After  section  of  the  67  mothers  who  had  been  in 
labor,  with  complications,  only  two  babies  died. 
One  mother  had  general  anesthesia;  one  mother  had 
local. 

Following  70  sections  for  severe  emergencies, 
26.3%  of  the  infants  died  if  general  anesthesia  had 
been  used  prior  to  birth,  but  only  6.0%  of  the  in- 
fants died  if  only  local  anesthesia  had  been  used 
prior  to  birth. 

d. Effect  of  Complete  Prenatal  Care: 


Only  one-fourth  of  these  mothers,  whose  ba- 
bies died  neonatally,  sought  complete  and  adequate 
prenatal  care  (Table  V).  In  contrast,  85%  of  the  en- 
tire group  of  5,010  mothers,  from  whom  these  op- 
erative patients  were  derived,  received  complete  and 
adequate  prenatal  care. 

5.  Potential  Methods  of  Reducing  Perinatal  Mor- 
tality (Estimated): 
a. Complete  Prenatal  Care: 

Careful  study  of  the  records  of  these  283 
patients  (Table  VI)  reveals  evidence  that  if  all  of 
the  patients  had  sought  and  received  early  and  ade- 
quate prenatal  care,  as  the  large  majority  did,  then 
20  of  these  infants  might  have  been  delivered  vagi- 
nally  rather  than  by  section.  Likewise,  another  26 
mothers  might  have  had  an  elective  section  rather 
than  an  emergency  section — thus  decreasing  fetal 
jeopardy.  Moreover,  10  more  of  these  infants  prob- 
ably would  have  survived,  and  others  would  have 


Table  V 

Neonatal  Deaths  and  Prenatal  Care  of  Mothers 


Number 

Anes.  for 
Section 

# 

Neonatal  Deaths 

Complete 

Number  of  Mothers — 
Prenatal  Care 
Inadequate 

None 

218 

Local 

7 

1 

3 

3 

44 

General 

7 

2 

2 

3 

14 

Spinal 

2 

1 

0 

1 

Totals 

4 

5 

7 
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Table  VI 


Potential  Benefits  Which  Might  Have  Been 
Derived  From  Complete  Prenatal  Care 


Number 

Major  Indications 
for 

Cesarean  Sections 

Time  of  First  Prenatal  Care 

With  Complete  Prenatal  Care 

1st 

Trimster 

2nd 

3rd 

None 

Refer 

during 

Emer- 

gency 

Might 
have  been 
Delivered 
Vaginally 

Might 
have  had 
Elective 
Section 

Infants 
might  have 
Survived 

110 

Prior  Section  Scar  (Repeat) 

87 

8 

10 

5 

2 

66 

Cephalopelvic  Disproportion 

50 

9 

2 

2 

3 

4 

28 

Placenta  Previa 

13 

3 

2 

4 

6 

11 

2 

27 

Premature  Separation  Placenta 

11 

2 

2 

6 

6 

11 

3 

6 

14 

Transverse  Lie  (Prolapsed  Cord) 

5 

1 

2 

3 

3 

6 

2 

8 

Hemolytic  Disease 

6 

1 

1 

1 

1 

6 

Breech  in  Primigravida 

4 

1 

1 

1 

8 

Severe  Toxemia  (or  Nephritis) 

6 

1 

1 

2 

4 

Constriction  Ring  Dystocia 

3 

1 

1 

2 

Diabetes  (Severe) 

1 

1 

1 

4 

Uterine  Dysfunction 

3 

1 

1 

2 

Cervical  Fibromyoma  (Large) 

2 

4 

Others 

2 

2 

1 

283 

Totals 

194 

24 

21 

19 

25 

20 

26 

10 

entered  life  with  decreased  hazard.  This  might  have 
reduced  the  overall  fetal  and  neonatal  (perinatal) 
mortality  of  these  infants  who  were  delivered  by 
section,  about  43%. 

b.  Local  Anesthesia  During  Cesarean  Section: 
According  to  evaluations  from  Table  II,  if 
local  anesthesia  had  been  used  for  all  sections  prob- 
ably five  more  infants  would  have  survived.  This 
might  have  reduced  the  neonatal  mortality  of  live 
born  infants  about  31%. 

Although  these  two  potential  savings  would  be 
only  partially  cumulative,  the  overall  perinatal  mor- 
tality rate  might  have  been  reduced  from  81.3  to  be- 
tween 30  and  40  per  1,000,  despite  the  fact  that  a 
majority  of  the  mothers  and  infants  had  severe  com- 
plications of  pregnancy. 

(Of  course,  each  individual  mother  and  fetus  are 
subject  to  a number  of  particular,  qualifying  char- 
acteristics and  complications.  However,  a real  effort 
was  made  to  include  evaluation  of  such  factors 
while  calculating  these  estimates.) 

6.  Subsequent  Mental  and  Physical  Development 

During  Childhood: 

Many  of  these  infants  received  all  or  some 
pediatric  and  subsequent  care  from  us,  during  the 
one  to  twenty-four  years  since  birth.  Their  clinic 
records  were  studied. 

Likewise,  questionnaires  were  sent  to  parents  of 
260  infants.  These  excluded  unwed  mothers  and 
parents  of  children  who  were  known  to  have  died. 
Of  the  260  inquiries,  40  were  returned  as  undeliver- 
able by  mail,  39  were  not  returned,  and  181  were 


completed  and  returned. 

There  was  a total  of  232  youngsters  with  follow- 
up information  (including  30  infants  and  children 
known  to  have  died  prior  to  this  study). 

Follow-up  information  disclosed  50  significantly 
reportable  medical  histories,  of  which  28  could  not 
be  related  to  section  or  type  of  anesthesia;  i.e., 
hemolytic  disease,  diabetes,  asthma,  congenital  an- 
omalies, nephritis,  rheumatic  fever,  automobile  acci- 
dents, etc.  Only  four  (14.3%)  of  these  28  infants 
were  delivered  using  general  anesthesia. 

Conversely,  there  were  22  children  whose  his- 
tories of  abnormalities  might  have  been  related  to 
section  or  type  of  anesthesia;  i.e.,  9 “slow  learners,” 
5 “hyperactive,”  2 with  “speech  difficulties,”  2 with 
“reading  difficulties,”  2 with  “poor  motor  skills,” 
and  2 who  “adjusted  poorly  to  school.”  Among 
these,  seven  infants  (31.8%)  had  been  delivered  us- 
ing general  anesthesia.  This  is  twice  the  incidence  of 
general  anesthesia  noted  in  the  previous  paragraph, 
and  twice  the  incidence  of  general  anesthesia  for  all 
the  remaining  182  sections,  where  childhood  follow- 
up revealed  no  significant  medical  history. 

Among  the  nine  “slow  learners,”  five  (55.5%)  had 
been  delivered  using  general  anesthesia  for  their 
mothers.  However,  two  of  these  mothers  had  bled 
heavily  (one  from  placenta  previa  and  one  from 
premature  separation  of  the  placenta)  and  had  re- 
quired multiple  transfusions  during  section. 

Discussion: 

The  most  persuasive  argument  one  may  suggest  in 
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favor  of  general  anesthesia  during  section  is  that 
some  women  insist  upon  being  asleep  during  any 
operation.  In  rebuttal,  that  would  be  true  only  rarely, 
in  this  region.  When  the  obstetrician  explains  to 
mothers  the  advantages  which  can  accrue  to  infants 
from  the  use  of  local  anesthesia,  most  women  pre- 
fer it. 

The  induction  of  general  anesthesia  is  thought  by 
many  obstetricians  to  be  more  rapid  than  local  anes- 
thesia, and,  therefore,  more  applicable  to  acute  emer- 
gencies. This  is  true  when  one  is  learning  the  tech- 
nique of  local  field  block  of  the  abdominal  wall. 
However,  as  an  obstetrician  develops  skill  with  local 
anesthesia,  the  time  spent  infiltrating  local  anes- 
thesia and  opening  the  abdomen  during  acute  emer- 
gencies is  seldom  longer  than  the  time  involved  dur- 
ing induction  of  general  anesthesia,  followed  by 
opening  the  abdomen.  During  emergencies,  abdomi- 
nal infiltration  may  be  performed  while  the  surgical 
nurse  is  arranging  instruments  and  preparing  sutures. 

Rarely,  the  rigidity  of  maternal  tissues  and  the 
position  of  the  fetus  in  utero  combine  to  make  de- 
livery through  the  uterine  incision  difficult.  In  these 
patients,  all  abdominal  and  uterine  incisions  are 
made  using  local  anesthesia;  then  general  anesthesia 
is  induced  rapidly,  short  seconds  before  the  fetus  is 
manipulated  out  of  the  uterus;  thereby  decreasing 
absorption  of  depressing  anesthetic  agent  through 
the  placenta  into  the  fetus. 

We  are  often  asked  whether  a mother,  who  has 
experienced  section  using  local  anesthesia  will  accede 
to  a repeat  section  using  local  anesthesia.  Table  VII 
shows  that  among  141  women  who  had  first  sections 
using  local  anesthesia,  almost  half  had  second  sec- 
tions, one-tenth  had  third  sections,  and  two  had 
fourth  sections — all  with  local  anesthesia.  Only  three 
mothers  asked  to  be  asleep  during  a repeat  section. 

Table  VII 

Repeat  Cesarean  Sections  Using  Local  Anesthesia 

Number  of 
Mothers 


1st  Section  141 

2nd  Section  61 

3rd  Section  14 

4th  Section  2 


This  study  and  the  medical  literature  accredit  local 
anesthesia  for  cesarean  section  as  a simple,3'8 
safe61'9'12'13'17'18  method  which  does  not  modify 
or  distort  maternal  physiology  or  fetal  and  newborn 
responses  as  much  as  do  other  more  commonly 
used  methods  of  anesthesia.  Then  why  is  local 
anesthesia  not  used  more  often,  or  reported  more 
frequently?  The  answer  is  found  in  experience  and 
training.  In  most  medical  centers,  anesthesiologists 
train  residents  concerning  various  techniques  of 


general  or  conduction  anesthesia.  Local  field  block 
of  the  abdominal  wall  is  rarely  used.  Therefore, 
few  obstetric  residents  ever  see  local  anesthesia  used 
for  sections  during  their  years  in  training. 

However,  we  have  noted  that  obstetricians,  who 
finally  have  had  an  opportunity  to  watch  the  use  of 
local  anesthesia  during  section,  and  who  have  ob- 
served the  brightness  of  the  newborn  babies,  quickly 
learn  and  utilize  the  technique  of  local  anesthesia 
with  increasing  facility  and  frequency  thereafter. 

Technique: 

One  percent  procaine  is  used  in  10  cc.  syringes  at- 
tached to  sharp,  25-gauge  needles  which  are  \Vi 
inches  (4  cm.)  long  (To  discern  tiny  hooks  on  nee- 
dle tips,  one  may  draw  the  needle  tip  across  a gauze 
sponge;  if  threads  are  snagged,  discard  the  needle.) 

The  obstetrician  should  warn  the  patient  that  she 
may  feel  some  needle  pricks,  although  these  should 
be  slight  after  the  first  (Figure  2).  By  intracutaneous 
injection,  a small  skin  wheal  is  raised  at  a point 
about  4 cm.  lateral  to  the  umbilicus  (1).  Then  the 
needle  penetrates  just  below  the  skin.  Steadying  the 
skin  with  the  left  hand,  the  syringe  and  needle  are 
advanced  with  the  right  hand,  toward  the  umbilicus, 
just  under  the  skin,  evenly  infiltrating  2 ml.  of  pro- 
caine as  the  needle  tip  moves  forward  (la).  When 
fully  inserted  (9),  the  needle  is  slowly  withdrawn, 
stopping  at  three  points  to  angle  the  needle  deep  to 
the  rectus  fascia;  at  each  point,  1 ml.  of  procaine 
is  injected  (lb,  lc,  Id).  No  procaine  is  placed  in 
the  subcutaneous  fat,  for  it  has  few  nerve  endings. 

From  the  same  corner  wheal  a similar  process  is 
repeated  down  the  abdominal  wall,  toward  the  pelvis 
(le).  However,  when  the  needle  is  fully  inserted, 
its  tip  is  brought  up  into  the  skin  from  below,  and 
a small  wheal  is  made  (2).  After  3 depots  deep  to 
the  fascia,  the  needle  is  removed  and  reinserted  into 
the  painless,  new  wheal  (2). 

This  process  is  repeated  down  to  the  pubis  (2,  3, 

4,  12).  The  mons  pubis  is  very  well  supplied  with 
nerves  and  requires  special  care  with  infiltration. 

Then  the  opposite  side  is  blocked  similarly  (5,  9, 

5,  6,  7,  8,  12). 

We  have  tried  blocking  the  lower  intercostal 
nerves  laterally,  and  the  iliohypogastric  and  ilioin- 
guinal nerves  in  the  groin.3  However,  in  our  hands, 
more  time  and  procaine  are  wasted  than  the  process 
is  worth. 

After  the  lateral  blocks,  we  also  infiltrate  close 
under  the  midline  skin,  from  wheal  to  wheal,  with- 
out deep  fascial  infiltration,  from  unbilicus  to  sym- 
physis (9,  10,  11,  12). 

We  test  anesthesia  by  first  grazing  the  skin,  then 
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Figure  2 

Method  of  local  field  block  of  the  lower  abdominal  wall  is  illustrated.  (For  details  of  description,  see  Technique). 
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pinching  it  with  an  Allis  clamp.  The  skin  and  fat  are 
incised  in  the  midline. 

Immediately,  the  rectus  fascia  is  infiltrated  in  the 
midline.  Spilled  procaine  is  not  wiped  out  of  the 
incision,  but  is  left  to  produce  topical  anesthesia  in 
the  lower  angle  of  the  incision.  Bleeders  are 
clamped;  skin  towels  are  applied.  The  fascia  is  in- 
cised. 

Immediately  the  transversalis  and  peritoneum  are 
infiltrated,  fanning  laterally,  particularly  in  the 
sensitive  lower  angle,  near  the  bladder.  The  peri- 
toneum is  incised. 

The  loose  peritoneum  is  separated  from  the  low- 
er uterine  segment  by  infiltrating  a 5 to  10  ml.  bleb 
of  procaine  under  the  peritoneum.8  With  direct 
finger  pressure,  this  fluid  is  pushed  down  and  around 
the  lower  uterine  segment. 

First  peritoneum,  and  then  lower  uterine  segment 
are  incised  separately.  The  mother  is  warned  that 
she  will  feel  pelvic  pressure  (usually  considerably 
less  than  that  associated  with  a second-stage  labor 
contraction).  Then  the  baby  is  delivered. 

The  operator  must  plan  ahead  constantly  so 
that  each  area  is  anesthetized  when  the  time  comes 
to  incise  it.  Tissues  may  be  handled  gently,  deftly,  but 
quite  rapidly. 

Topical  anesthesia  of  the  peritoneum  may  be 
achieved  by  spilling  a small  amount  of  dilute  (0.5%) 
procaine  on  its  surface.7 

Usually,  after  delivery  of  the  placenta,  general 
anesthesia  is  induced  with  pentothal  and  gas;  then 
the  incisions  are  sutured.  Sometimes,  all  suturing  is 
performed  using  only  local  anesthesia. 

Conclusions: 

Local  block  anesthesia  for  cesarean  section  is  safe. 
Maternal-puerperal,  and  fetal-neonatal  physiology  is 
least  disturbed  by  it.  When  used  with  skill,  it  pro- 
duces excellent  relief  from  pain  and  is  acceptable  to 
most  mothers,  particularly  if  the  obstetrician  ex- 
plains to  her  the  advantages  which  will  accrue  to  the 
infant. 
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FOR  RENT 

Since  I have  joined  the  Air  Force,  my  fully 
equipped  modern  office  is  for  rent.  1600  square 
feet,  four  examining  rooms,  offices,  laboratory, 
waiting  room.  First  floor,  air-conditioned,  ample 
parking,  monthly  rental,  $500.  For  further  details 
write: 

C.  W.  Anderson,  M.D. 

2117  South  Minnesota  Avenue 
Sioux  Falls,  SD  57105 
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WE  NEED 
YOUR  HELP! 


THE  SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 
ASSOCIATION  NOW  HAS  $70,000  ON  LOAN  TO 
MEDICAL  STUDENTS. 

INCREASED  ENROLLMENT  WILL  MEAN  AN 
INCREASED  DEMAND  FOR  THESE  LOANS 

Please  Send  Your  Donations  to: 

SOUTH  DAKOTA  MEDICAL 
SCHOOL  ENDOWMENT 
ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


SDAFP  Winter  Meeting  and  USD 
“Family  Practice  Club”  Seminar 

As  a result  of  a request  made  to  the  SDAFP  Board 
of  Directors  at  the  last  state  meeting,  and  by  their 
action,  a second  state  sponsored  meeting  will  be 
held  this  year. 

The  decision  was  made  to  combine  this  winter 
meeting  with  the  second  meeting  of  the  “FP”  Club, 
USD.  Chairman  of  the  “FP”  Club  is  Gary  Welsh, 
M.  D.  of  Lead.  The  committee  for  this  meeting,  to 
be  held  in  Sioux  Falls  on  Friday  and  Saturday, 
March  21-22,  1975,  is  composed  of  Jerry  Walton, 
M.  D.,  Larry  Finney,  M.  D.,  and  Larry  Sittner, 
M.  D.,  all  of  Sioux  Falls,  with  Dr.  Walton,  chair- 
man of  the  meeting. 

Chairman  Welsh  reports  that  Marion  Labs,  spon- 
sors of  the  USD  “FP”  Club,  will  assist  with  the 
financial  arrangements  for  this  meeting,  which  in- 
cludes an  invitation  to  all  USD  medical  students 
to  attend. 

This  meeting  is  being  planned  to  coincide  with  the 
McKennan  Outreach  Program,  held  monthly  during 
the  fall,  winter  and  spring  months,  with  faculty  from 
the  Mayo  Clinic  conducting  the  teaching  sessions, 
sponsored  by  McKennan  Hospital  in  Sioux  Falls. 

The  meeting  format  is  as  follows: 

Friday,  March  21,  1975 

3:00-5:00  p.m.  McKennan  Hospital:  Hymie  Gor- 
don, M.  D.,  Mayo  Clinic,  “Genet- 
ics and  Genetic  Counseling” 

6:30  p.m.  Site  to  be  announced:  Social  hour, 

students  and  physicians 

Saturday,  March  22,  1975 
9:00-11:00  a.m.  McKennan  Hospital:  Hymie  Gor- 
don, M.  D.,  Mayo  Clinic,  “Genet- 
ics and  Genetic  Counseling” 
11:30-1:00  p.m.  Site  to  be  announced:  Lunch 
1:30-3:30  p.m.  Sioux  Valley  Hospital  Education 
Building: 

Speakers:  Richard  Hosen,  M.  D.,  Pediatri- 

cian, Sioux  Falls 
Dave  Munson,  M.D.,  Pediatri- 
cian, Sioux  Falls 


David  Wells,  M.  D.,  Director, 
Perinatal  Project,  Sioux  Falls 
Topics:  “Emergency  Care  of  the  New- 

born"— Diagnosis 
Equipment  Needs,  and  Transfer 
to  the  Intensive  Care  Nursery 

Wenzel  J.  Kovarik,  M.D.,  Rapid  City,  President, 
SDAFP,  has  been  named  to  the  National  AAFP 
Committee  on  Indian  Health.  Chairman  of  this  Spe- 
cial Project  Committee  is  Arnold  Nelson,  M.  D.,  of 
Midwest  City,  Oklahoma.  We  will  appreciate 
Wenzel’s  input  into  this  committee,  of  interest  to  all 
South  Dakota  physicians. 

Elective  Postgraduate  Hours 

A listing  of  prescribed  hours  was  printed  in  the 
December  1974  issue  of  this  page.  You  may  gain 
elective  hours  in  the  categories  listed  below: 

1 . The  scientific  meetings  of  the  American  Medical 
Association  and  the  state,  district  and  county  med- 
ical societies;  not  otherwise  approved  for  prescribed 
credit. 

2.  Hospital  scientific  meetings,  staff,  CPC  and  other 
formal  programs. 

3.  Other  scientific  postgraduate  medical  programs 
approved  by  the  Commission  on  Education  at  least 
30  days  in  advance. 

4.  Medical  school  correspondence  courses  specifical- 
ly approved  in  advance  by  the  Commission  on  Edu- 
cation. 

5.  Hours  spent  in  any  field  of  postgraduate  medical 
study  may  be  submitted  as  Elective  hours  for  con- 
sideration by  the  appropriate  state  chapter  creden- 
tials committee,  which  may  reject  any  hours  not 
specifically  approved  by  the  Commission  on  Educa- 
tion. It  is  hoped  that  the  advice  of  the  state  educa- 
tion committee  and  the  regional  advisor  of  the  Com- 
mission on  Education  will  be  sought  in  special  situa- 
tions. 

6.  Any  multi-media  programs  may  be  approved  by 
the  state  education  committee. 


FEBRUARY  1975 


33 


WEALTH  SCIENCES  -LIBRb-ov 

OP 

BALTI-  A-on. 

APR  11  7*:  _ 

11  - APR  2675 


fiEG'fi 


CIRCULATES 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; ad.iunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
Its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb* 
ances,  stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Future  Meetings 


March 

Psychiatry  for  the  Family  Physician, 

U.  of  Minn.,  Minneapolis,  March 
20-22.  I6V2  hours  prescribed  AAFP 
credits.  Office  of  Continuing  Med. 
Ed.,  1350  Mayo  Memorial  Bldg., 
Box  293,  U.  of  Minneapolis,  MN 
55455. 

Mayo  Outreach  Seminar,  “Genetics  & 
Genetic  Counseling,’’  McKennan 
Hosp.,  Sioux  Falls,  March  21, 
3:00  p.m.  — 5:00  p.m.,  March  22, 
9:00  a.m.  — 11:00  a.m.,  4 credit 
hours.  Sec:  Med.  Ed.,  McKennan 
Hosp.,  Sioux  Falls,  SD  57101. 

April 

Critical  Care  Medicine  for  Physicians. 

Room  B-37,  Creighton  Health  Cen- 
ter, 10th  & Dorcas  St.,  Omaha. 
NE,  April  2-6.  21  hours  prescribed 
AAFP  credits.  Coord:  Anthony  J. 
Carnazzo,  M.  D.,  Depart,  of  Sur- 
gery, Creighton  U.  School  of  Med., 
2500  California  St.,  Omaha,  NE 
68178. 

Allergy  Annual  Course — includes 
Blumenthal  Memorial  Lecture,  U. 
of  Minn.,  Minneapolis,  April  3-5. 
Office  of  Continuing  Med.  Ed., 
1350  Mayo  Memorial  Bldg.,  Box 
293,  U.  of  Minn.,  Minneapolis, 
MN  55455. 
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Spring  Refresher  of  the  Minnesota 
Academy  of  Family  Physicians, 
Radisson  South,  Bloomington, 
Minn.,  April  9-10.  12  credit  hours. 
Minnesota  Academy  of  Family 
Physicians,  214  East  Main  Street, 
Waterville,  MN  56096. 

Asthma  and  Hypersensitivity  Lung 
Disease,  Cleveland,  Ohio,  April  9- 
11.  19  hours  AM  A credits,  Cate- 
gory I.  Registration — $100.  Assoc. 
Ex.  Dir.:  Bradford  W.  Claxton, 
M.Ed.,  American  College  of  Chest 
Physicians,  911  Busse  Highway, 
Park  Ridge,  IL  60068. 

AMA  Conference  on  the  Disabled 
Physician,  St.  Francis  Hotel,  San 
Francisco,  April  11-12.  Depart,  of 
Mental  Health,  AMA,  535  North 
Dearborn  St.,  Chicago,  IL  60610. 

Current  Trends  in  Cancer  Diagnosis, 

U.  of  Minn.,  Minneapolis,  April 
23-25.  14  hours  elective  AAFP 

credits.  Office  of  Continuing  Med. 
Ed.,  1350  Mayo  Memorial  Bldg., 
Box  293,  U.  of  Minn.,  Minneapolis, 
MN  55455. 

Mayo  Outreach  Seminar,  “Pediatric 
Allergic  Diseases”  McKennan  Hosp., 
Sioux  Falls,  April  25,  3:00  p.m.- 
5:00  p.m.;  April  26,  9:00  a.m. -11:00 
a.m.,  4 credit  hours.  Sec.  Med.  Ed., 
McKennan  Hosp.,  Sioux  Falls,  SD 
57101. 


9th  National  Socioeconomic  Congress 
on  National  Health  Insurance, 

Regency  Hyatt  House,  Atlanta,  GA, 
April  25-26,  Council  on  Medical 
Service,  AMA,  535  North  Dearborn 
St.,  Chicago,  IL  60610. 

Head  and  Neck  Oncology,  U.  of  Iowa, 
Iowa  City,  April  28-May  2.  40 
hours  Category  1 AMA  credits. 
Conference  Coordinator,  College  of 
Medicine,  Office  of  Con.  Med.  Ed.. 
U.  of  Iowa,  Iowa  City,  IA  52242. 

May 

S.D.  Chapter,  American  College  of 
Surgeons,  Holiday  Inn  Downtown, 
Sioux  Falls,  May  3,  9:00  a.m. -5:00 
p.m.  6 hours  AAFP  credits.  Pres: 
H.  Phil  Gross,  M.D.,  1200  South 
Euclid  Ave.,  Sioux  Falls,  SD  57105. 

Family  Practice  Llpdate,  Spencer,  IA, 
May  3.  6 hours  prescribed  AAFP 
credits.  Coord:  Michael  J.  Haller, 
M.  D.,  Depart,  of  Family  Practice, 
Creighton  U.  School  of  Med.,  2500 
California  St.,  Omaha,  NE  68178. 

Ophthalmology  Annual  Course,  “Cat- 
aracts” U.  of  Minn.,  Minneapolis, 
May  5-6.  AMA  Category  I credit. 
Office  of  Continuing  Med.  Ed., 
1350  Mayo  Memorial  Bldg.,  Box 
293,  U.  of  Minn.,  Minneapolis,  MN 
55455. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


TWENTY  EIGHT  YEAR  OLD  WOMAN  WITH  TERM 
PREGNANCY  AND  JAUNDICE 

Milton  G.  Mutch,  M.D.,  FCAOG*  John  F,  Barlow,  M.D.,  FCAP** 

Obstetrician-Gynecologist-Discusser  Pathologist-Editor 


CASE  NO.  626818 

This  28-year-old  primigravida  with  an  EDC  of  9-8-74, 
was  admitted  for  nervousness,  and  chills  on  8-31-74. 
PRESENT  ILLNESS:  The  patient  had  had  an  uneventful 
prenatal  course  except  during  the  last  month  when  she  had 
some  fluid  retention  and  slightly  elevated  blood  pressure. 
She  also  noted  that  she  had  increased  thirst  and  fluid  intake 
with  up  to  24  glasses  of  water  a day  and  increased  urine 
output  as  well  as  increasing  nervousness.  For  the  past  three 
days,  she  had  noted  intermittent  chills  which  were  oc- 
casionally shaking  and  had  had  a flushed  feeling.  She  had 
no  headache,  vomiting,  diarrhea,  visual  disturbance,  leakage 
of  blood  or  fluid  from  the  vagina  or  contractions.  She  had 
noted  easy  fatiguability  and  perhaps  mild  nausea  over  the 
past  few  days.  Her  review  of  systems  and  past  history  were 
unremarkable.  She  had  had  a right  inguinal  herniorrhaphy 
one  year  previous.  There  was  no  history  of  drug  or  hepatitis 
exposure. 

PHYSICAL  EXAMINATION:  Term  pregnancy,  no  acute 
distress.  Pulse  100  per  minute  and  regular,  temperature 
98.6°F,  respirations  24  per  minute,  blood  pressure  120 
systolic  and  86  diastolic  (blood  pressure  132  systolic  and 
102  diastolic  in  the  emergency  ward).  Weight  161  pounds. 
Examination  of  the  head  and  neck  was  unremarkable.  The 
eye  grounds  were  normal.  There  was  no  scleral  icterus.  The 
thyroid  was  not  enlarged.  The  chest  was  clear  to  ausculta- 
tion and  percussion.  The  heart  was  of  normal  size  with 
regular  rhythm.  There  was  a Grade  II  (six  grades)  systolic 
murmur  at  the  left  sternal  border  without  radiation.  Exami- 
nation of  the  abdomen  revealed  no  abdominal  masses  or 
tenderness.  There  was  a term  pregnancy  with  a fetal  heart 
rate  of  140.  No  contractions  were  noted.  Pelvic  examination 
showed  that  the  cervix  was  slightly  everted  with  a small 
amount  of  blood.  There  was  much  increased  mucus  and  a 
mucous  plug  was  present.  A nitrazine  test  was  positive. 
However,  this  was  probably  secondary  to  the  blood  present. 
A digital  examination  showed  that  the  cervix  was  1.0  cm. 
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dilated  and  20-30  percent  effaced.  Presentation  was  vertex. 
The  head  was  floating.  Extremities  showed  increased 
mottling.  There  were  spider  nevi.  These,  however,  had  been 
present  since  the  patient  was  known  to  be  pregnant.  A 
neurologic  examination  was  unremarkable.  The  reflexes 
were  symmetrical  bilaterally. 

LABORATORY'  DATA:  Urinalysis,  yellow,  slightly  cloudy, 
specific  gravity  1.008,  pH  5.0,  negative  for  protein,  glucose, 
reducing  substances,  ketone,  bile  and  hemoglobin.  There 
were  4 to  5 leukocytes/hpf,  0-1  red  cells/hpf  and  hyaline 
cast  2 to  3/hpf.  Hemoglobin  16.6  gms/dl,  red  count  5.0 
million/mnU,  hematocrit  48  vols/dl,  mean  corpuscular 
hemoglobin  33  micromicrograms,  mean  corpuscular  volume 
94  cubic  micra,  mean  corpuscular  hemoglobin  concentra- 
tion 35%,  white  blood  count  17,200/nun3,  with  65%  seg- 
mented neutrophils,  20%  neutrophilic  bands,  11%  lympho- 
cytes, 4%  monocytes.  The  red  cells  were  normochromic, 
norniocytic  and  the  platelets  appeared  normal  in  number 
and  morphology  on  the  smear.  pH  7.31,  PC02  34  mm  of 
mercury,  C02  content  17  meq/L,  sodium  141  meq/L, 
potassium  4.7  meq/L,  chloride  102  meq/L.  Total  protein, 
calcium,  inorganic  phosphorus,  cholesterol,  glucose,  blood 
urea  nitrogen  were  within  normal  limits.  A uric  acid  was 
11.0  mgs/dl,  creatinine  1.6  mgs/dl,  total  bilirubin  2.9  mgs/ 
dl,  lactic  dehydrogenase,  575  units/dl  (normal  90-230 
units/dl). 

Alkaline  phosphatase  6.9  units/dl  (normal  0.8  to  2.3 
units/dl).  A heat  fractionation  of  the  alkaline  phosphatase 
was  5.7  units/dl.  Serum  aspartate  aminotransferase  (SGOT) 
was  439  units/dl  (normal  0-36  units/dl).  Serum  alanine 
aminotransferase  (SGPT)  (Normal  35  units/dl)  was  380 
units/dl.  A test  for  hepatitis  B antigen  was  negative  by 
radioimmunoassay.  Throat  culture  revealed  normal  flora. 

HOSPITAL  COURSE:  After  admission,  the  patient  had 
progressive  nausea  and  vomiting  and  did  become  icteric 
several  days  after  admission.  On  9-4-74,  she  went  into  labor 
and  was  delivered  vaginally  by  low  forceps.  The  head 
appeared  to  be  large;  the  placenta  was  manually  removed. 
There  were  bilateral  vaginal  wall  hematomas  which  had  to 
be  incised  and  a Penrose  drain  was  put  in  each.  The  day 
after  delivery,  the  patient  had  a convulsion  and  became 
semi-comatose.  There  was  moderate  vaginal  flow  from 
the  drains.  The  patient  was  transferred  to  Hennepin  County 
Hospital  but  died  on  the  way  in  spite  of  resuscitory  meas- 
ures on  the  eighth  hospital  day  and  second  post  delivery 
day. 

LABORATORY  DATA  DURING  HOSPITAL  COURSE; 

4th  hospital  day — Alkaline  phosphatase  12.6  units/dl, 
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bilirubin  10.4  mgs/dl,  total  with  9.8  mgs/dl  direct  and 
0.6  mgs/dl  indirect.  Aspartate  aminotransferase  439  units/ 
dl,  prothrombin  time  23.5  seconds  with  a control  of  12.0 
seconds.  Total  protein  6.4  gms/dl  with  albumin,  3.1  gms/dl, 
alpha  I globulin  0.4  gms/dl,  alpha  II  globulin  0.5  gms/dl, 
beta  globulin  0.8  gms/dl,  gamma  globulin  1.6  gms/dl. 

6th  hospital  day — Prothrombin  time  31.5  seconds  with  a 
12.0  second  control. 

7th  hospital  day — pH  7.3,  PC02  39  mm/mercury,  C02 
content  21  meq/L,  sodium  117  meq/L,  potassium  4.8  meq/ 
L,  chloride  89  meq/L.  Ammonia  72  micrograms/dl.  Hemo- 
globin 13.4  gms/dl,  red  count  3.96  million/mm3,  hematocrit 

39  vols/dl,  mean  corpuscular  hemoglobin  34  micromicro- 
grams, mean  corpuscular  volume  97  cubic  micra,  mean 
corpuscular  hemoglobin  concentration  35%,  total  leukocyte 
count  30,800/min3  with  55%  segmented  neutrophils,  26% 
band  neutrophils,  17%  leukocytes,  2%  metamyelocytes,  2 
nucleated  red  cells/100  white  cells.  The  red  cells  showed 
burr  cells  and  slight  poikilocytosis.  The  platelets  were  ade- 
quate in  number  and  morphology.  Prothrombin  time  29.0 
seconds  with  a 12.0  second  control,  bilirubin  13.7  mgs/dl, 
total  with  12.3  mgs/dl  direct  and  1.4  mgs/dl  indirect. 
Aspartate  aminotransferase  188  units/dl. 

8th  hospital  day — pH  7.26,  PC02  31  mm/mercury,  C02 
content  14  meq/L,  sodium  131  meq/L,  potassium  5.9  meq/ 
L,  chloride  95  meq/L.  Sugar  107  mgs/d).  Prothrombin 
time  29  seconds  with  a 12  second  control.  Partial  thrombo- 
plastin time  76  seconds  with  32  second  control,  fibrinogen 

40  mgs/dl  (normal  200-400  mgs/dl),  platelet  count 
143,000/mm3. 

Lumbar  puncture  opening  pressure  90  mm.  of  H20;  clos- 
ing pressure  60  mm  of  HaO.  No  cells  seen,  cerebrospinal 
fluid  protein  50  mgs/dl  (normal  15-40  mgs/dl).  Sugar  41 
mgs/dl,  chloride  111  meq/L.  Electrophoresis  was  normal. 
Plasma  osmolality  (normal  270-300  Mosm/kg)  patient  282 
Mosm/kg,  urine  osmolality  (normal  250  to  1200  Mosm/ 
kg)  patient  303  Msom/kg.  Bilirubin  11.9  mgs/dl  total  with 
direct  of  9.8  mgs/dl  and  indirect  of  2.1  nigs/dl.  Total  pro- 
tein 4.1  gms/dl  with  1.9  gms/dl.  Albumin;  0.4  gms/dl, 
alpha  I globulin;  0.3  gms/dl,  alpha  II  globulin;  0.5  gms/dl, 
beta  globulin;  and  1.0  gms/dl  gamma  globulin. 

The  patient  was  markedly  oliguric  on  the  last  hospital 
day  and  semicomatose. 

DR.  MILTON  MUTCH:  Reviewing  this  patient’s 
record,  she  was  a frail  individual  with  a borderline 
hypertension  but  no  albumin  during  prenatal  care. 
She  was  seen  several  times  in  the  office  by  Dr.  Noll 
and  complained  to  him  about  being  tired  and  “worn 
out”  by  the  pregnancy.  The  pregnancy  was  otherwise 
uneventful  except  as  noted.  She  was  not  jaundiced  on 
admission  and  I think  one  of  the  striking  features  of 
this  case  was  that  she  progressed  from  a patient  who 
had  mild  nausea  and  fatigue  and  did  not  feel  well  to 
a terminal  state  in  a very  short  period  of  time.  Per- 
haps, because  of  her  chronic  fatigue,  we  should  have 
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been  aware  of  liver  disease  earlier.  When  the  patient 
became  jaundiced  I began  to  worry  a lot  so  I called 
an  internist.  Bill,  do  you  want  to  take  over  now? 
*DR.  WILLIAM  O.  ROSSING:  When  I first  saw 
this  patient,  there  were  marked  abnormalities  of  the 
liver  function  tests  but  the  transaminase  was  only 
439  units/dl  which  is  much  lower  than  the  usual  case 
of  viral  hepatitis.  The  differential  diagnosis,  of 
course,  includes  the  benign  cholesatic  form  of  jaun- 
dice in  pregnancy.  There  was  a high  alkaline  phos- 
phatase but  the  patient  had  no  real  itching.  The  pa- 
tient did  have  a history  of  some  flu-like  symptoms 
and  had  mild  nausea  and  vomiting,  but  I did  not  feel 
she  was  as  sick  as  the  typical  case  of  viral  hepatitis 
usually  is.  As  we  followed  the  patient,  she  did  have  a 
rapidly  rising  total  bilirubin  but  the  transaminase  did 
not  go  particularly  high.  I still  was  entertaining  the 
diagnosis  of  benign  cholestatic  jaundice  of  pregnan- 
cy. When  the  question  came  up  of  delivering  the  pa- 
tient in  the  obstetrical  suite,  I thought  that  hepatitis 
was  not  the  prime  consideration.  She  was  delivered 
in  the  delivery  room.  In  retrospect,  I think  that  the 
clue  to  the  proper  diagnosis  might  have  been  the  dis- 
proportionate abnormality  of  the  prothrombin  time 
in  spite  of  the  fact  that  the  patient  was  not  deeply 
jaundiced.  The  liver  enzyme  abnormalities  were  not 
that  great. 

DR.  MUTCH:  We  perhaps  should  have  delivered 
this  lady  several  days  earlier  but  there  was  not  that 
much  concern  with  a diagnosis  of  hepatitis  at  that 
time. 

**DR.  LLOYD  SWEENEY:  How  has  the  baby 
done? 

DR.  MUTCH:  Very  well.  The  baby  has  not  had  a 
positive  test  for  hepatitis  antigen  (HBag).  Incidental- 
ly, the  mother  never  had  a positive  test  of  this  antigen 
either. 

***DR.  STEVE  NOLL:  What  about  the  timing  of 
delivery  in  a disease  such  as  viral  hepatitis  in  preg- 
nancy and  in  benign  cholestatic  jaundice  of  preg- 
nancy? 

DR.  MUTCH:  Any  time  you  deliver  a woman  who 
has  benign  cholestatic  jaundice,  the  symptoms  and 
abnormal  liver  function  tests  will  clear  in  1-2  weeks. 
Hepatitis  may  occur  any  time  during  pregnancy.  It 
is  not  in  itself  an  indication  for  early  delivery  or 
abortion.  Unless  there  is  marked  deterioration  of 
hepatic  function  by  the  mother  in  the  last  trimester. 
Induction  will  only  be  done  if  the  cervix  is  “ripe” 
and  ready  for  delivery. 

fDR.  F.  S.  STAHMANN:  It  seems  to  me  that  this 
lady  had  an  element  of  pre-eclampsia.  What  were 
her  prepartum  and  postpartum  blood  pressures? 
ttDR.  MIKE  BUSIAN:  Her  prepartum  systolic 
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blood  pressure  in  the  hospital  ranged  from  130-104 
systolic  and  the  diastolic  averaged  in  the  mid  80’s. 
Postpartum  the  patient’s  blood  pressures  did  show 
significant  drop  with  the  systolic  from  60-90  and  the 
diastolic  from  50-60.  However,  at  about  this  time 
the  patient  was  becoming  desperately  ill  with  signs 
of  liver  failure. 

DR.  STAHMANN:  Those  blood  pressures  plus  the 
fact  that  the  patient  had  a uric  acid  which  is  a fre- 
quent finding  in  pre-eclampsia,  makes  me  suspect 
that  there  is  a pre-eclamptic  element  in  this  case.  Are 
there  any  postpartum  urine  studies  or  renal  function 
tests? 

DR.  BUSIAN:  There  were  no  postpartum  urines. 
However,  the  patient  did  have  a BUN  of  54  mgs/dl 
on  the  day  of  her  transferral  to  Minnesota.  She  had  a 
very  low  creatinine  clearance  of  2 cc/min.  at  this 
time.  However,  the  patient  was  undergoing  marked 
terminal  hepatic  and  renal  failure  at  this  time. 

*DR.  B.  J.  BEGLEY:  Why  is  the  uric  acid  ele- 
vated in  pre-eclampsia? 

DR.  STAHMANN:  I don't  think  anyone  knows. 
**DR.  R.  A.  JAQUA:  I think  that  the  high  uric  acid 
could  have  been  on  the  basis  of  renal  failure  com- 
bined with  the  extensive  tissue  necrosis  with  in- 
creased nucleic  acid  catabolism. 

DR.  BARLOW:  What  was  the  differential  diagnosis 
in  this  case? 

DR.  MUTCH:  The  most  common  condition  would 
be  benign  cholestatic  jaundice  as  Dr.  Rossing  said. 
The  next  would  be  hepatitis,  either  from  a virus  or 
secondary  to  a drug  such  as  a phenothiazine  or  intra- 
venous tetracycline.  Liver  damage  has  been  reported 
secondary  to  tetracycline  in  large  doses  in  patients 
who  have  pyelitis  of  pregnancy.  Other  causes  of 
jaundice  include  hemolytic  processes  and  any  other 
cause  of  jaundice  in  the  non-pregnant  state.  These 
are  all  unlikely. 

One  other  entity  would  be  so-called  yellow  atrophy 
of  the  liver  in  pregnancy.  We  certainly  did  consider 
eclampsia  when  the  patient  was  reasonably  well  one 
day  and  found  comatose  the  next.  We  thought  that 
maybe  she  had  had  a convulsion  and  that  her  liver 
disease  was  secondary  to  eclampsia. 

***DR.  SI  LEE:  The  history  of  this  patient  in  the 
protocol  and  Dr.  Mutch’s  discussion  revealed  one 
important  symptom-complex;  easy  tiredness,  general 
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fatiguability  and  anorexia.  Those  symptoms  were 
present  some  months  even  prior  to  this  admission. 
This  would  likely  be  from  chronic  disease  of  the  liver 
or  from  residual  effect  of  hepatitis  in  the  earlier  part 
of  her  pregnancy. 

The  other  finding  is  the  presence  of  mild  hyper- 
tension and  demonstrable  edema  that  this  patient 
had  during  her  last  trimester  of  pregnancy.  Further 
elevation  of  uric  acid  at  the  time  of  hospitalization 
and  some  evidence  of  hemoconcentration  indicate 
the  possibility  of  pre-eclampsia  in  this  patient. 

The  liver  has  three  major  functions:  synthesis,  de- 
toxification by  conjugation  and  excretion.  And  some 
of  those  functions  are  well  modified  in  pregnancy 
either  by  the  stress  of  pregnancy  itself  and/or  from 
the  influence  of  the  massive  steroid  hormones  from 
the  placenta. 

This  young  lady  could  have  had  pre-existing  chronic 
liver  disease  or  hepatitis,  then  as  her  gestation  ap- 
proached to  near  term,  the  presence  of  pre-eclampsia 
and  the  changes  in  total  liver  functions  stressed  by 
the  placental  steroid  hormones  did  precipitate  her 
to  the  end  stage  of  hepatic  reserve.  One  of  the  signifi- 
cant findings  was  evidence  of  defibrination  which 
eventually  led  into  disseminated  intravascular  co- 
agulopathy; this  problem  was  illustrated  sympto- 
matically with  vaginal  hematoma  and  changes  in 
clotting  parameters. 

The  other  point  that  I would  like  to  stress  is  the 
fact  that  the  fetus  in  utero  with  the  mother  having 
poor  liver  function  is  likely  to  be  subjected  to  intra- 
partum sudden  death  from  the  stress  of  labor  leading 
to  hypoxia  which  can  also  result  from  sedatives  and 
anesthetic  agents  which  the  maternal  liver  would  be 
unable  to  detoxify.  I do  think  that  Dr.  Mutch  has 
managed  this  problem  excellently  and  thus  saved  the 
baby  from  potentially  dangerous  intrauterine  en- 
vironment. 

DR.  ROSSING:  I would  like  to  point  out  that  be- 
fore transfer  when  we  realized  the  patient  was  hav- 
ing renal  failure,  her  electrolytes  also  showed  marked 
imbalance  with  a very  low  sodium.  We  thought  this 
was  perhaps  due  to  administration  of  excess  sodium 
free  fluids.  We  did  feel  that  the  best  way  to  treat 
her  problem  was  hemodialysis.  Therefore,  she  was 
referred  to  Minneapolis. 

DR.  BEGLEY:  The  polydipsia  and  polyuria  are 
rather  striking.  If  she  was  really  consuming  24 
glasses  of  water  a day,  her  urine  specific  gravity 
should  have  been  much  lower  on  admission.  Did  she 
have  impairment  of  renal  function  at  that  time? 

DR.  ROSSING:  No,  she  did  not  at  first,  and  I think 
terminally  she  was  showing  the  signs  and  symptoms 
of  the  so-called  hepatorenal  syndrome. 
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DR.  MUTCH:  Although  the  history  of  polydipsia 
was  obtained,  it  was  never  noted  in  the  hospital. 

*DR.  RUSSELL  ORR:  Was  there  tubular  necrosis 
found  in  the  kidneys  at  autopsy? 

DR.  ROSSING:  The  hepatorenal  syndrome  is  not 
always  correlated  at  autopsy  with  pathologic  change 
in  the  kidney  tubules. 

**DR.  HOWARD  HOODY:  How  is  the  baby? 
DR.  MUTCH:  The  baby  is  doing  fine. 

DR.  BARLOW:  I would  like  to  add  a few  things 
before  I show  the  pathologic  findings.  The  patient 
did  have  all  the  signs  and  symptoms  of  disseminated 
intravascular  coagulation  before  death  but  these  find- 
ings are  also  seen  in  acute  hepatic  failure.  It  may  be 
impossible  to  differentiate  between  these  entities  by 
laboratory  tests. 

This  is  a picture  of  the  liver  at  autopsy.  One  can 
note  that  it  is  not  fatty  and  does  not  show  any  evi- 
dence of  chronic  scarring.  What  cannot  be  shown  in 
the  picture  is  a somewhat  small  size  with  marked  de- 
crease in  consistency  as  is  compatible  with  a sub- 
massive  necrosis.  (Lig.  I)  The  next  slide  shows  some 
remaining  hepatic  cells  and  the  rest  of  the  slides 
show  marked  massive  necrosis  of  the  liver  paren- 
chyma. (Lig.  II)  These  were  the  significant  findings 
at  the  autopsy. 

When  one  sees  submassive  necrosis  of  the  liver 
as  in  this  case,  one  can  think  of  either  viral  hepatitis 
or  a drug  effect.  One  such  drug  that  may  do  this  is 
halothane.  Of  course,  that  is  not  a factor  in  this  case. 
At  any  rate,  it  is  hard  to  tell  the  cause  of  hepatic 
necrosis  of  this  extent.  In  regard  to  viral  hepatitis, 
there  are  two  types  of  hepatitis — so-called  infectious 
hepatitis  or  Virus  A which  can  be  detected  by  no 
specific  blood  test  and  so-called  serum  hepatitis  or 
hepatitis  B in  which  the  hepatitis  associated  antigen 
(HBag)  is  found.  The  failure  to  find  the  antigen, 
however,  does  not  completely  exclude  serum  hepa- 
titis in  this  case  but  hepatitis  B becomes  unlikely. 
We  are  left  with  the  leading  possibilities — an  acute 
infectious  hepatitis  or  a drug  hepatitis.  We  have  no 
history  of  exposure  to  known  toxic  drugs  and  have 
no  history  of  exposure  to  viral  hepatitis.  Serum  hepa- 
titis is  unlikely  but  is  not  ruled  out  by  the  absence  of 
HBag. 

I should  like  to  emphasize  that  acute  yellow  atro- 
phy of  pregnancy  is  usually  seen  in  the  last  trimester 
and  was  originally  described  by  Sheehan.  The  patient 
becomes  suddenly  ill  with  nausea,  vomiting,  ab- 


* Obstetrician  and  Gynecologist,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  The  University  of 
South  Dakota. 

**  Resident  in  Family  Practice,  Sioux  Falls,  South  Dakota. 


Figure  I 


Gross  picture  of  liver  showing  absence  of  any  chronic 
scarring.  The  liver  is  small  and  of  decreased  consistency  as 
seen  in  hepatic  necrosis.  It  is  not  fatty. 


Figure  II 


Microscopic  view  of  liver  (lOOx).  A small  bile  duct  is  seen 
at  the  right.  On  the  left  is  a focus  of  residual  parenchymal 
liver  cells.  The  remainder  of  the  hepatic  parenchyma  (pale 
areas)  has  been  completely  destroyed. 

dominal  pain,  gastrointestinal  bleeding,  jaundice  and 
has  a fatty  liver  with  no  necrosis.  Liver  function 
tests  are  abnormal  and  lactic  acidosis  as  well  as 
azotemia  are  present.  This  entity  certainly  can  be 
excluded  in  this  case  on  pathologic  grounds. 

I want  to  stress  that  acute  yellow  atrophy  is  a poor 
term  and  has  been  used  to  refer  to  either  acute  fatty 
liver  in  pregnancy  or  acute  massive  necrosis.  This  is 
not  a case  of  acute  fatty  liver  of  pregnancy. 

DR.  MUTCH:  The  reason  I did  not  think  this  was 
acute  fatty  liver  is  because  this  patient  did  have  a 
prolonged  sort  of  illness  with  jaundice  occurring  ter- 
minally. Acute  fatty  liver  of  pregnancy  has  a more 
sudden  clinical  course.  However,  I will  admit  that 
she  did  show  a dramatic  turn  for  the  worse  being 
relatively  well  at  one  minute  and  in  coma  within  24 
hours. 
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DR.  BARLOW:  I would  also  like  to  mention  that,  as 
Dr.  Mutch  pointed  out,  tetracycline  can  cause  an 
acute  fatty  liver  which  is  indistinguishable  from 
acute  fatty  liver  of  pregnancy  we  have  just  described. 
Benign  cholestatic  jaundice  is  not  fatal  and  can  be 
seen  with  oral  contraceptives  or  pregnancy.  It  is 
characterized  by  itching  and  obstruction.  Patholog- 
ically you  only  see  cholestatis  without  necrosis.  This 
is  not  the  entity  we  are  talking  about  in  this  case. 
In  eclampsia  one  sees  massive  periportal  hemorrhage 
and  that  was  also  not  the  morbid  anatomic  picture 
found  in  this  case. 

*DR.  B.  J.  WILLIAMS:  If  the  patient  had  had  some 
preceding  hepatic  necrosis  prior  to  the  time  that  she 
first  had  liver  function  tests  it  might  explain  why 
the  transaminase  was  not  more  elevated. 

DR.  BARLOW:  That  certainly  is  a possibility  and 
I can’t  completely  exclude  it,  although  clinically  I 
would  have  expected  her  to  be  much  more  ill  initially 
if  she  had  that  much  liver  destruction  early  in  the 
course  of  her  disease. 

DR.  MUTCH’S  DIAGNOSIS 

Acute  Hepatitis  With  Hepatic  Failure 

FINAL  ANATOMIC  DIAGNOSIS 
Submassive  Necrosis  of  the  Liver  Secondary  to 
Viral  Hepatitis  or  Drug  Effect 
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THE 

ALUMNI 

ASSOCIATION 

of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
will  serve  as  a source  of  information  for  graduates  and  will  help 
organize  class  reunions. 

The  South  Dakota  School  of  Medicine  will  be  a four-year  degree 
granting  school  by  1977,  and  through  the  establishment  of  the 
Alumni  Association  the  school,  and  past  and  present  students 
will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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In  the  rapidly  advancing  realm  of  medicine,  nothing  stands  still.  In  the  engineering  field,  it  has  been 
estimated  that  the  “half-life”  of  the  graduate’s  knowledge  is  about  five  years.  Only  by  continuous  post- 
graduate education  can  the  professional  man  keep  abreast  of  current  developments. 

Many  years  ago  this  need  was  recognized  by  the  Family  Practice  group  who  required  fifty  hours  of 
postgraduate  study  each  year  for  its  membership,  and  more  recently  recertification  examinations  at  six  year 
intervals.  Senator  Kennedy  has  carried  the  idea  even  further  in  his  defeated  proposal  to  require  relicensure 
every  six  years.  In  South  Dakota,  Eberhard  Heinrichs  and  his  committee  have  worked  out  a plan  for  post- 
graduate study  for  the  physicians  of  the  state.  The  AMA  has  set  up  weekend  courses  in  this  country  as 
well  as  longer  ones  at  interesting  vacation  spots  abroad,  covering  a wide  variety  of  subject  material  to  be 
presented.  The  AMA  awards  the  Physicians  Recognition  Certificate  to  those  who  have  completed  fifty  hours 
of  postgraduate  training  yearly  for  three  consecutive  years. 

Every  South  Dakota  physician  owes  it  to  himself  and  to  his  patients,  to  qualify  for  this  Award,  regardless 
of  his  field  of  work.  The  AMA  has  published  (Aug.  12,  1974)  a list  of  the  then  available  Continuing  Edu- 
cation Courses  for  Physicians,  and  many  more  are  being  added  in  all  fields.  You  will  return  to  your  work 
refreshed,  enthusiastic,  glad  to  be  back  in  South  Dakota,  and  confident  in  the  knowledge  that  you  are 
giving  your  patients  the  very  best  medicine  has  to  offer! 


Sincerely, 

Robert  E.  Van  Demark,  M.D. 

President 

South  Dakota  State  Medical  Association 
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The  Mercedes-Benz 

450SL. 

Spoil  yourself. 

This  is  no  conventional  2-seater.  It's  a Mercedes- 
Benz.  So,  you  can  expect  the  extraordinary.  Stan- 
dard equipment  includes  electric  windows,  air 
conditioning,  power-assisted  steering  and  brakes, 
automatic  transmission  — even  a central  locking 
system.  Nothing  has  been  spared. 

Test  drive  a 450SL.  You‘11  know  that  there 
isn't  another  engine  in  the  world  like  its  4.5-liter, 
fuel  injected,  overhead  cam  V-8.  Feel  the  fully 
independent  suspension  system  working.  And 
drive  secure  knowing  that  a double-circuit,  4- 
wheel  disc  braking  system  is  at  your  disposal.  The 
Mercedes-Benz  450SL.  Spoil  yourself  with  pure 
driving  pleasure. 


See  the 


Mercedes-Benz  at 
Vern  Eide  Buick 

33rd  & South  Minnesota  Ave. 

Sioux  Falls,  S.D. 

Ph.  336-1720 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ot  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO. 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine:  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  ot  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  4 Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


If  you  are  planning  a meeting  for  your  area  and 
desire  presanctioned  AAFP  credit,  please  follow 
the  rules  below.  AAFP  Form  102  can  be  obtained 
from  SDAFP  State  Education  Committee  Chairman. 
L.  J.  Sweeney.  M.  D.,  Family  Practice  Center.  1800 

S.  Summit  Avenue.  Sioux  Falls.  SD  57105. 

Commission  Rules  for  Program  Eligibility 


To  obtain  approval  for  a program,  an  AAFP 
Form  102  must  be  submitted  to  the  chairman 
of  the  state  education  committee  at  least  30 
days  in  advance,  except  as  otherwise  provided 
below. 


1.  All  courses  or  programs  must  be  of  high  educa- 
tional, ethical  and  medical  standards. 

2.  Final  authority  for  the  approval  of  all  continuing 
education  hours  rests  with  the  Commission  on  Edu- 
cation. 

3.  Maximum  hours  of  credit  will  be  based  upon 
actual  hours  of  scientific  or  socioeconomic  program 
content.  No  credit  will  be  allowed  for  viewing  ex- 
hibits. Members  attending  approved  programs  can 
receive  credit  only  for  the  actual  number  of  hours 
attended. 

4.  Printed  publicity  for  a program  granted  approval 
by  the  Academy  must  be  printed  in  this  exact  form 
and  no  other:  “This  program  is  acceptable  for 
(Prescribed-Elective)  hours  by  the  American  Acad- 
emy of  Family  Physicians.” 

5.  Continuing  education  courses  limited  to  a single 
state  shall  be  submitted  to  the  state  education  com- 
mittee chairman  at  least  30  days  in  advance  for  ap- 
proval by  the  Commission  on  Education. 

6.  Continuing  education  courses  which  are  planned 
primarily  for  the  participation  of  members  from 
more  than  one  state  may  be  submitted  in  accordance 
with  Rule  No.  5 above  or  directly  to  the  regional 
advisor  of  the  Commission  on  Education  for  the 
state  in  which  the  meeting  is  to  be  held  at  least  60 
days  in  advance.  The  Commission  on  Education. 


which  is  the  ultimate  authority,  shall  regularly  re- 
view the  decisions  of  regional  advisors  regarding 
these  courses. 

7.  Continuing  education  courses  involving  audio, 
visual  or  programmed  instruction,  and  which  are 
intended  for  distribution  to  more  than  one  state, 
shall  be  submitted  for  accreditation  directly  to  the 
Commission  on  Education  at  least  90  days  in  ad- 
vance of  the  anticipated  release  date. 

8.  All  multi-media  programs,  to  be  considered  for 
approval,  must  meet  the  following  minimal  criteria: 

A.  Each  approved  program  must  contain  a 

clear  statement  of  its  contents. 

B.  When  more  than  one  medium  is  used,  each 

must  be  an  integral  part  of  the  program. 

C.  A method  to  show  evidence  of  a member's 

participation  must  be  provided. 

9.  Programs  involving  study  outside  the  geographic 
area  of  constituent  chapters  of  the  Academy  which 
are  not  planned  by  the  chapter  itself  will  be  con- 
sidered on  an  individual  basis.  The  sponsoring  or- 
ganization must  apply  to  the  Commission  on  Edu- 
cation at  least  90  days  in  advance  of  the  meeting. 

10.  Medical  school  correspondence  courses  may  be 
approved  only  when  the  medical  school  certifies  to 
the  satisfactory  completion  of  the  course. 

11.  Programs  developed  with  financial  assistance 
from  pharmaceutical  firms:  The  commission  recom- 
mends that  each  state  and  local  chapter  of  the  AAFP 
adhere  strictly  to  the  letter  and  spirit  of  the  “Code 
of  Practice”  for  relations  with  pharmaceutical 
firms,  adopted  by  the  Board  of  Directors  and  Con- 
gress of  Delegates  in  1956.  The  Code  provides  that 
invitations  to  guest  speakers,  honoraria  or  expenses 
of  guest  speakers,  publicity  and  press  relations  be 
handled  by  the  Academy’s  chapter  conducting  the 
program. 

12.  In  those  areas  of  medicine  where  theory-  and 
techniques  have  not  been  generally  accepted  by  the 
medical  community,  the  Commission  on  Education 
reserves  the  right  to  withhold  approval  of  these  pro- 
grams. 
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Rhine  Discovery 
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CURRENT  STATUS  OF  TOTAT  JOINT  REPLACEMENT* 


by 

Robert  D.  Beckenbaugh,  M.D. 
Mayo  Clinic  and  Mayo  Foundation 
Rochester,  Minnesota  55901 


Destruction  of  joints  has  been  a problem  in  hu- 
mans since  as  far  back  in  time  as  we  can  collect 
evidence.  In  earlier  times,  the  major  causes  included 
trauma,  infection,  and  systemic  diseases  such  as 
rheumatoid  arthritis.  Today,  through  diminished 
workloads  and  general  medical  protection,  the  aver- 
age human  can  expect  to  live  to  70  years  of  age. 
Related  to  this  longevity  is  an  increased  survival  of 
patients  who  have  used  their  joints  so  long  that  they 
have  literally  worn  them  out.  Heredity  and  other 
factors  may  predispose  certain  persons  to  wear  their 
joints  out  more  than  others,  bringing  these  patients 
to  our  offices  seeking  treatment. 

Degenerative  changes  of  the  joints  will  produce 
two  major  complaints.  Loss  of  motion  will  interfere 
with  function,  and  pain  may  make  the  patient  miser- 
able and  unable  to  lead  an  otherwise  active  and 
productive  life.  Indeed,  despite  good  heart,  lungs, 
brain,  and  bowels,  many  patients  have  told  us  that 
they  would  rather  die  if  we  could  not  repair  their 
joints. 

Background 

During  the  last  100  years,  physicians  and  surgeons 
have  developed  many  techniques  in  attempts  to  re- 
lieve the  stiffened  or  painful  joint.  One  early  pro- 
cedure was  manipulation  of  joints  to  improve  mo- 
tion, but  this  usually  was  followed  by  recurrence  of 
stiffening  and  persistence  of  pain.  Arthroplasties 
were  developed  in  which  joints  were  excised  and 
membranes  such  as  skin,  fat,  pig  bladder,  or  fascia 
were  interposed  between  the  painful  ends  of  the 
bones.  These  procedures  also  had  the  disadvantage 
of  recurrence  of  stiffening,  along  with  instability  of 
the  joint,  but  usually  offered  good  pain  relief.  At  the 
same  time,  surgical  fusion  of  the  joint  was  noted  to 
produce  relief  of  pain. 

While  the  functional  loss  after  arthrodesis  of  a 
single  joint  is  frequently  much  less  than  expected, 


*Read  at  the  meeting  of  the  South  Dakota  State  Medical 
Association,  Aberdeen,  South  Dakota,  May  31  to  June  2, 
1974. 


the  long-term  effects  of  additional  stress  on  the 
adjacent  joints,  such  as  the  knee  and  the  back  after 
hip  fusion,  are  now  being  seen  as  obvious  disad- 
vantages of  this  procedure  (Fig.  I). 

A significant  step  forward  occurred  in  the  1940’s 
and  1950's  as  technical  advances  in  surgery  resulted 
in  the  development  of  artificial  components  to  re- 
place or  substitute  for  joints.  Metal  interposition 
arthroplasties  were  developed  to  keep  rough  bone 
surfaces  apart,  as  in  cup  arthroplasty  of  the  hip, 
saddle  arthroplasty  of  the  elbow,  and  metal  shims 
for  the  knee.  At  last,  a method  of  relieving  pain 
and  maintaining  motion  was  available.  Unfortunate- 
ly, however,  results  were  unpredictable  and  one 
could  not  tell  a specific  patient  what  the  individual 
outcome  would  be.  He  might  be  normal  or  he  might 
be  unimproved. 

Further  improvement  occurred  as  surgical  safety 
and  asepsis  allowed  replacement  of  one  bone  of  a 
joint  with  an  artificial  component,  and  hemiarthro- 
plasty of  the  hip,  knee,  and  shoulder  was  developed. 
One  could  now  predict  good  range  of  motion  and 
stability  for  an  arthritic  joint,  but  pain  relief  was  not 
absolute  or  lasting.  Some  early  successes  resulted 
in  thousands  of  failures,  as  with  the  Judet  prostheses 
— the  biomechanics  of  the  joints  and  the  insuf- 
ficiency of  the  available  materials  pointed  out  again 
how  primitive  our  treatment  was.  Nevertheless,  hemi- 
arthroplasty or  replacement  of  one-half  of  a joint 
with  an  artificial  implant  has  been  a useful  procedure 
and  is  still  indicated  in  some  instances.  One-half  of 
the  surface  of  the  joint  remains,  however,  and  this 
surface,  which  contains  pain  fibers,  occasionally  will 
be  worn  away  by  the  opposing  metal;  or  the  implant 
itself  could  loosen;  either  of  these  would  lead  to  pain. 

The  eventual  result  of  all  these  experiences  was  con- 
sideration of  the  concept  of  replacing  the  entire  joint 
surface  with  an  artificial  component.  The  first  such 
attempt  in  the  hip  was  in  1938  by  Wiles1,  but  the 
engineering  insufficiencies  of  that  time  did  not  allow 
success.  Advances  in  the  area  of  total  joint  replace- 
ment first  occurred  in  the  1950’s  and  1960's  with 
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Figure  I 


Secondary  degenerative  changes  of  lumbar  spinal  column  (left)  and  contralateral  knee  (right)  20  years  after  successful 
arthrodesis  of  the  hip;  ipsilateral  knee  was  normal. 


development  of  hinged  prostheses  for  the  elbows, 
fingers,  and  knees  (Fig.  II).  The  early  experiences 
were  followed  by  failure,  however,  because  of  the 
metallic  debris  and  resultant  sepsis  that  occurred.  In 
addition,  the  loosening  of  the  components  resulted 
in  pain. 


Figure  II 


Early  design  (Young)  for  total  knee  replacement — metal-on- 
metal  hinge. 

In  the  area  of  hand  surgery,  the  concept  of  Silastic 
interposition  arthroplasty  was  developed  in  the 
1960’s  by  Alfred  Swanson  of  Grand  Rapids,  Michi- 
gan-. In  this  unique  approach,  an  inherently  stable 
resection  of  a joint  could  be  maintained  by  a pliable 
spacer  that  would  separate  bony  surfaces,  yet  allow 
motion  and  act  as  a joint.  Without  actually  func- 


tioning as  an  artificial  joint,  this  still  remains  a useful 
procedure  with  limited  application  in  the  upper  ex- 
tremity and  has  been  a significant  advance. 

The  breakthrough  in  the  approach  to  artificial 
joints  occurred  in  the  1960's.  At  that  time,  scientific 
progress  had  produced  the  materials  necessary  to 
provide  a stable,  strong,  painless,  and  mobile  arti- 
ficial joint.  The  concepts  have  revolutionized  the 
treatment  of  arthritis  to  the  point  where  predictable 
replacement  of  nearly  all  joints  is  in  the  immediate 
future  for  our  patients.  Although  admittedly  primi- 
tive and  in  the  stage  of  development,  there  is  no 
question  as  to  the  effect  of  this  technology  on  the 
practice  of  orthopedics. 

Pioneering  work  on  total  joint  replacement  began 
with  hip  surgery  in  England  and  Europe.  In  the 
early  1960’s,  Charnley  and  others  developed  total 
joint  procedures  consisting  of  replacement  of  the 
acetabulum  with  a plastic  cup  and  of  the  femur  with 
a steel  ball  and  stem5.  At  that  time,  a cold-curing 
cement  was  used  to  fix  the  components  to  bone.  In 
the  earlier  years.  Teflon  was  used  but  it  wore  out  in 
2 to  3 years  and  this  caused  failures.  Other  workers, 
such  as  Ring,  McKee,  and  Farrar,  developed  metal- 
on-metal  components;  however,  these  still  tended  to 
loosen  despite  the  use  of  a cement4'5.  Then,  Charn- 
ley's  engineers  developed  a high-density  polyethylene 
plastic  that  has  now  turned  out  to  be  the  major 
breakthrough  in  joint  arthroplasty.  It  provided  bio- 
acceptability, low  friction,  and  low  wear.  This  de- 
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velopment  laid  the  groundwork  for  joint  replace- 
ment. 

Basic  Technique 

The  methyl  methacrylate  cement  is  prepared  in 
the  operating  room  by  mixing  liquid  monomer  with 
powdered  polymer.  The  material  is  worked  to  a 
doughy  consistency  and  then  is  placed  in  the  bone 
with  pressure  to  force  it  into  the  interstices  of  the 
cancellous  and  cortical  structures.  The  prostheses 
are  then  placed  in  the  doughy  material  and  packed 
tightly.  The  cement  then  hardens.  There  is  no  ad- 
hesiveness or  “glue  effect”  of  the  cement.  It  fixes  the 
components  to  the  bone  in  a press-fit  manner  and 
provides  an  optimal  uniform  distribution  of  load 
to  the  adjacent  bone.  After  hardening,  the  cement  is 
similar  to  cortical  bone  and  can  be  chipped  and 
manipulated  with  osteotomes  or  rongeurs.  It  is  slight- 
ly more  brittle  than  bone  and,  by  itself,  will  not  re- 
place bone  without  risk  of  fracture  during  loading. 

During  the  setting  of  the  cement,  temperatures 


may  reach  110°C,  and  one  must  be  careful  that 
cement  does  not  lie  next  to  any  important  soft  tis- 
sues such  as  arteries  or  nerves.  Bone  death  does 
occur  immediately  adjacent  to  the  cement,  as  it  does 
when  bone  is  drilled.  Before  the  cement  itself  hard- 
ens, small  amounts  of  the  liquid  monomer  escape 
into  the  bloodstream  and  can  cause  cardiac  toxicity 
and  hypotension.  Over  30  cases  of  cardiac  arrest 
have  been  recorded  with  the  use  of  methyl  methacry- 
late. Cardiac  toxicity  can  be  decreased  by  maintain- 
ing blood  volume  by  replacement  during  surgery  and 
by  using  100  percent  oxygen  just  prior  to  insertion. 
With  adequate  precautions,  the  cement  is  considered 
safe,  even  in  a patient  with  known  heart  disease. 

High-density  polyethylene  is  a plastic  material 
with  high  molecular  weight.  It  is  very  hard  but  is 
able  to  absorb  compression  in  an  elastic  way  such 
that  it  distributes  the  force  in  a more  uniform  and 
damped  manner  in  the  joint.  Experimental  in  vitro 
as  well  as  in  vivo  experiences  indicate  that  it  will 


Figure  HI 


New  prosthetic  designs.  Upper  Left,  Geocentric  total  knee  arthroplasty.  Lower  Left,  Experimental  Mayo  total  ankle  de- 
sign. Upper  Right,  Coonrad  total  elbow.  Lower  Right,  Muelli  total  wrist. 
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likely  wear  for  20  years  or  more  in  the  artificial  hip. 
It  must  be  emphasized,  however,  that  it  is  not  yet 
known  whether  the  minimal  wear  seen  during  the 
first  10  years  will  remain  linear  or  whether  it  will 
increase  exponentially  as  wear  begins  to  occur.  Little 
if  anything  is  known  about  the  long-term  effects  of 
the  debris  particles,  produced  by  wear,  about  these 
joints.  Methyl  methacrylate  has  been  observed  to  be 
well-tolerated  in  long-term  use  in  the  body  in  the 
form  of  dental  prostheses  and  skull  plates. 

Specifically,  total  joint  replacement  with  these 
new  materials  is  now  being  commonly  used  for  the 
hip  and  the  knee.  Designs  have  been  used  on  a 
smaller  experimental  scale  in  the  elbow,  shoulder, 
and  fingers  for  some  months.  At  present,  wrist  and 
ankle  joint  prostheses  are  now  available  for  ex- 
tremely limited  use  on  a trial  basis  (Fig.  III). 

Total  Hip  Replacement 

To  date,  total  hip  joint  replacement  is  the  only 
well-established  and  most  reliable  complete  joint  op- 
eration. It  has  been  used  for  10  years,  and  wear  as 
great  as  20  to  30  percent  has  been  noted  in  only 
15  percent  of  patients;  the  remainder  have  shown 
less  than  this  amount  of  wear.  The  major  complica- 
tion is  infection;  this  has  required  removal  of  the 
prosthesis  in  1 percent.  Nonpainful  loosening,  dis- 
location, and  ectopic  bone  formation  have  been  noted 
in  up  to  5 percent  of  patients,  and  the  projected  re- 
operation rate  for  all  reasons  is  1 percent  per  year 
for  the  first  10  years.  The  indications  for  reopera- 
tion vary  from  serious  infections  to  removal  of  pieces 
of  cement  or  wire;  only  the  infections  are  likely  to 
result  in  eventual  failure  of  the  operation. 

We  have  now  performed  more  than  7,000  total 
hip  arthroplasties  at  the  Mayo  Clinic  and  review  of 
our  earlier  cases  has  shown  that  one  can  tell  the  pa- 
tient the  following: 

96%  have  no  or  only  slight  pain; 

97%  have  no  or  only  slight  limp; 

91%  use  no  support  or  only  a cane; 

average  flexion  of  90°  is  achieved. 

These  results  are  dramatic  and  well  beyond  those 
of  any  procedure  previously  available.  They  reflect 
an  almost  unbelievable  ability  to  return  the  hip  to  a 
near-normal  status  with  the  operation  and  explain 
the  current  widespread  enthusiasm  for  the  pro- 
cedure. 

Because  of  the  success  thus  far,  the  indications 
have  now  expanded  to  include  any  significant  hip 
disease  in  patients  over  50  years  of  age,  rheumatoid 
arthritis  at  any  age,  and  bilateral  hip  disease  at  any 
age.  The  enthusiasm  must  be  curbed  somewhat  in 
treating  other  categories  of  hip  disease,  particularly 


in  the  younger  and  active  patients.  It  is  still  not 
known  how  long  the  hips  will  wear  under  severe 
stress. 

In  evaluating  a younger  person  for  a total  hip 
procedure,  we  think  that  we  must  have  no  other 
alternative  of  treatment  and  that  the  patient  would 
be  better  off  even  if  the  operation  failed  than  if  no 
operation  were  done  at  all.  If  a total  hip  arthroplasty 
fails,  the  patient  will  be  left  with  an  unstable  hip,  a 
leg  usually  5 to  7.5  cm  shorter  and  requiring  a heel 
lift,  and  full-time  dependence  on  use  of  canes  or 
crutches.  Motion  is  usually  good  with  90°  of  flexion, 
and  there  is  little  or  no  pain. 

Total  hip  arthroplasty  occasionally  may  be  indi- 
cated for  displaced  fracture  of  the  femoral  neck  in 
the  elderly.  Our  preliminary  results  in  50  highly 
selected  cases  are  superior  to  those  of  previous 
methods  of  treatment. 

Patients  frequently  are  able  to  return  to  work, 
including  farming,  after  bilateral  total  hip  arthro- 
plasty. 

Total  Knee  Arthroplasty 

Total  knee  arthroplasty  in  its  current  form  has 
been  developed  over  the  last  4 years.  We  currently 
are  using  two  basic  designs— the  polycentric  and  the 
geometric — and  have  done  approximately  1,000  of 
each.  To  date  we  find  little  difference  in  the  results 
with  either  type.  Multiple  variations  of  these  designs 
are  available  and  are  being  used  in  various  medical 
centers  around  the  world.  The  basic  concept  of  poly- 
ethylene tibial  components  and  metal  femoral  com- 
ponents is  retained.  Because  it  is  rare  to  have  pain 
from  the  patella  postoperatively,  few  surgeons  re- 
place the  patella,  but  polyethylene  implants  for  its 
underneath  surface  are  being  used  and  may  become 
more  common  in  the  future. 

There  is  more  concern  over  the  wear  properties 
of  the  components  in  the  knee,  and  in  general  these 
procedures  should  not  be  done  in  young  persons 
unless  they  are  severely  incapacitated  such  as  by 
rheumatoid  arthritis.  Knee  fusion  remains  a good 
procedure  for  unilateral  knee  disease  but  most  pa- 
tients are  not  willing  to  accept  this. 

The  above-mentioned  components  have  the  ability 
to  restore  motion  and  alignment  of  the  knee.  In  the 
presence  of  severe  ligamentous  laxity,  bone  loss,  or 
Charcot  joints,  self-contained  or  inherently  stable 
prostheses  are  available,  such  as  the  Waldius  or  the 
Guepar  hinge  type  knees.  However,  these  receive 
limited  use  at  our  institution  because  we  are  con- 
cerned about  the  use  of  metal  on  metal,  because 
of  the  debris  resulting  from  wear,  and  because,  if 
these  prostheses  fail,  considerable  surgery  may  be 


30 


SOUTH  DAKOTA 


required  to  treat  an  infection. 

The  results  of  total  knee  arthroplasty  at  1 year 
postoperatively  in  our  first  group  of  patients  are  as 
follows: 

approximately  85%  will  have  no  or  minimal  pain; 

82%  will  be  able  to  walk  without  aid; 

motion  will  be  between  90°  and  100°  of  flexion 
in  90%  or  more.  6'7- 

Significant  complications  include  subluxation  and 
deep  infection,  both  of  which  are  generally  salvaged 
by  knee  arthrodesis. 

Thromboembolic  phenomena  have  not  been  a 
significant  problem  to  date  in  total  knee  arthroplasty 
at  our  institution.  Wound  healing  is  slow  after  total 
knee  replacements  and  therefore  we  presently  are 
not  using  prophylactic  anticoagulation  with  war- 
farin (in  contrast  to  our  practice  after  total  hip 
arthroplasty).  As  with  all  forms  of  joint  replacement 
surgery,  we  are  using  preoperative  and  postopera- 
tive antibiotic  therapy  and  special  precautions,  in- 
cluding double-gloving  and  antibiotic  irrigation,  dur- 
ing operation  in  all  total  joint  replacements. 

Total  Ankle  Arthroplasty 

Various  designs  for  total  ankle  arthroplasty  are 
now  emerging.  The  Mayo  design  incorporates  a poly- 
ethylene cupped  hemieylinder  for  the  distal  tibia  with 
a cylindric  metal  dome  for  the  talus.  Testing  in 
the  biomechanical  laboratory  has  now  indicated  that 
the  design  is  ready  for  human  implantation,  pending 
FDA  approval.  Initial  trials  will  be  limited  to  pa- 
tients with  aseptic  destructive  arthritis  who  are  not 
considered  satisfactory  candidates  for  ankle  arthro- 
desis because  they  have  other  foot  disease.  Gen- 
eral usage  is  at  least  one  year  away. 

Total  Shoulder  Arthroplasty 

In  the  upper  extremity,  the  mechanical  consider- 
ations are  of  a totally  different  magnitude.  While  the 
quantitative  amount  of  force  exerted  across  the  joints 
is  similar  to  that  in  the  lower  extremities,  the  com- 
pression force  of  weight-bearing  is  absent  but  a de- 
tractive force  from  use  and  gravity  is  present. 

Dr.  W.  H.  Bickel  has  developed  a self-locking 
glenohumeral  arthroplasty  that  will  not  dislocate. 
With  this  prosthesis,  a patient  can  expect  to  abduct 
and  flex  the  shoulder  through  60°  of  motion  with  no 
pain.  In  the  shoulder  the  primary  problem  is  fixa- 
tion of  the  scapular  component.  Cement  is  used  to 
fix  the  components,  and  again  the  materials  are  poly- 
ethylene and  metal  (Fig.  IV).  Early  prostheses  were 
complicated  by  breakage  and  loss  of  fixation  but, 
with  design  changes,  the  current  model  is  expected 
to  be  satisfactory.  Its  use  is  indicated  in  painful  de- 


structive arthritis  of  the  shoulder  in  the  elderly  that 
is  not  controlled  by  conservative  measures  and  ster- 
oid injections. 


Figure  IV 

Bickel  encapsulated  total  shoulder  arthroplasty. 


Multiple  design  features,  including  both  locking 
and  nonlocking  or  self-contained  components,  are 
now  available  for  experimental  use.  Our  current 
experience  is  limited  to  approximately  ten  cases,  in- 
dicating a high  selectivity. 

Total  Elbow  Arthroplasty 

At  the  present  time,  total  elbow  arthroplasty  is 
the  most  promising  of  replacement  procedures  of  the 
upper  extremity.  Most  designs  to  date  are  intrinsical- 
ly stable  or  hinged  in  some  manner.  Elbow  designs 
require  a stem  angle  of  approximately  7°  valgus  to 
reproduce  the  carrying  angle,  and  thus  there  are  right 
and  left  components.  Three  major  types  are  in  use. 

The  Coonrad  type  is  a hinged  prosthesis  that  is 
fixed  with  an  axial  pin  containing  a polyethylene 
bushing.  At  present,  it  is  made  of  Vitallium  and  is 
inserted,  like  the  others,  through  an  approach  that 
allows  early  motion  of  the  elbow.  Current  dimensions 
restrict  its  use  in  small  elbows  but  it  is  a simple  de- 
sign and  preferred  by  most  of  us  for  use  in  elbow 
arthroplasty. 

The  Mayo  design  is  a snap-lock  elbow  and  is  the 
only  design  that  allows  for  duplication  of  the  sepa- 
rate radial  and  ulnar  functions  of  the  elbow.  Al- 
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though  it  is  more  complicated  technically  to  accom- 
plish, its  design  concept  will  more  nearly  equal  the 
function  of  the  elbow,  including  support  of  the  proxi- 
mal radius;  the  radius  is  replaced  by  a polyethylene 
prosthesis.  The  necessity  of  considering  the  radial 
side  of  the  elbow  in  arthroplasty  is  not  yet  known. 
With  lack  of  support  at  the  radial  side,  problems  may 
be  anticipated  in  the  wrist  after  collapse  or  proximal 
migration  of  the  radius. 

The  GSB  elbow  is  a metal-on-metal  hinge  design 
with  very  small  dimensions.  It  is  used  primarily  in 
juvenile  rheumatoid  arthritis;  the  bones  are  very 
small  in  these  patients. 

Our  current  experience  with  total  elbow  arthro- 
plasties exceeds  25  cases,  and  early  results  have  been 
encouraging  with  good  motion  and  pain  relief.  It  is 
primarily  indicated  in  traumatic  deformity,  after 
fracture  malunion  and  in  painful  ankylosis  of  rheu- 
matoid arthritis. 

Total  Wrist  Arthroplasty 

Total  wrist  arthroplasty  is  in  its  infant  stages  and 
was  begun  this  year  at  the  Mayo  Clinic.  We  are 
using  a ball-and-socket  with  a stem-axis  design.  Tra- 
ditionally, arthrodesis  of  the  wrist  has  been  an  ex- 
cellent operation.  It  provides  painless  stability  in  the 
wrist  while  allowing  useful  function  of  the  hand.  If 
the  function  of  the  hand  is  limited,  however,  it  would 
be  preferable  to  have  a more  movable  wrist,  and  it 
is  for  this  reason  that  methods  are  being  sought  to 
replace  all  joints  in  rheumatoid  arthritis.  Results 
are  too  preliminary  to  determine  the  long-term  bene- 
fit of  wrist  arthroplasty  with  the  current  design. 

Total  Finger  Joint  Arthroplasty 

Prosthetic  replacement  of  the  finger  joints  has 
been  performed  with  hinged  prostheses  and  Silastic 
spacers  for  nearly  20  years  now.  The  Swanson  Silas- 
tic arthroplasties  have  been  successful  in  maintaining 
a stable  joint  with  motion  and  minimal  pain.  How- 
ever, motion  has  been  limited  to  approximately  45° 
of  flexion,  and  breakage  has  occurred  in  up  to  10 
percent  of  cases.  For  this  reason,  a more  perfect  ar- 
throplasty is  now  being  sought. 

We  now  have  experience  with  approximately  100 
metacarpophalangeal  arthroplasties  utilizing  a design 
of  the  Steffee  variety.  This  interlocking  joint,  which 
is  akin  in  design  to  the  nonremovable  coat  hanger  in 
hotel  rooms,  shows  considerable  promise.  It  dupli- 
cates nature’s  design  of  allowing  motion  laterally  in 
extension,  to  spread  the  fingers  apart,  but  provides 
stability  during  flexion.  It  is  also  composed  of  a poly- 
ethylene cup  and  a steel  rod  (Fig.  V). 

Results  to  date  have  demonstrated  an  ability  to 


achieve  a near-perfect  arthroplasty  in  some  cases; 
problems  have  been  encountered  in  others.  The 
orientation  of  the  components  is  difficult  but  is  im- 
portant to  prevent  rotational  deformities.  Recurrent 
ulnar  drift  has  occurred  in  some  cases.  Pain  relief 
has  been  excellent  in  all  cases,  as  with  all  forms  of 
the  cemented  endoprostheses. 


Figure  V 

Total  finger  arthroplasty,  Steffee  type. 


The  proximal  and  distal  interphalangeal  joints  in 
the  fingers  have  little  or  no  lateral  motion  and  require 
an  intrinsically  stable  joint.  We  have  developed  a 
prosthesis  that  has  inherent  stability  and  will  be 
available  for  insertion  by  the  end  of  this  year. 

A thumb  interphalangeal  joint,  consisting  of  a 
hinged  metal  device,  is  now  available  but  to  date  we 
have  had  little  experience  with  it. 

In  general  the  problem  of  restoring  the  fine  and 
critical  balance  of  the  musculotendon  system  in  the 
hand  is  the  major  drawback  to  success  with  joint 
arthroplasty.  In  all  other  areas  the  production  of  a 
stable  painless  joint  is  generally  followed  by  return 
to  good  function.  In  the  hand,  where  the  most  experi- 
ence has  been  had  with  joint  replacement  and  where 
the  most  knowledge  is  available  with  regard  to  the 
biomechanics  of  the  joint  motion  and  muscle  func- 
tioning, the  problem  of  restoring  normal  function 
will  still  be  the  most  difficult. 

SUMMARY 

The  development  of  strong,  low-friction  materials 
over  the  past  ten  years  has  revolutionized  the  prac- 
tice of  orthopedic  reconstructive  surgery.  The  excel- 
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lent  wear  pattern  and  the  good  functional  results  of 
hip  arthroplasty  demonstrated  over  this  period  have 
now  led  to  the  relatively  rapid  application  of  the 
principles  of  cement  fixation  and  plastic  and  steel 
articulation  to  most  joints  of  the  body.  While  the  de- 
vices for  the  other  areas  remain  quite  primitive  in 
their  development,  it  is  evident  that  the  technology 
is  now  available  for  replacing  all  joints.  One  can 
reasonably  predict  that,  within  the  next  ten  years, 
these  techniques  will  be  refined  to  the  point  where 
we  may  see  a rheumatoid  patient  function  with  up  to 
32  artificial  joints  in  his  body. 
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The  Pain  Phone 

When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain. 


1 The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


COMPOUND 

i CODEINE 

No.  4 codeine  phosphate* 
[64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
[32.4  mg)gr  Vz 

Each  tablet  also  contains  aspirin 
;r  31/2,  phenacetin  gr  21/2, 
caffeine  gr  1/2. 

* Warning-may  be  habit-forming. 
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If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“...the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

bioequivalence 


Office  of  iechnoioov  AnacftUMtui 
OMUO  BIOBQUrVAieNCf  STUDY  PAMtL 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.’’ 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
ISflgRl  Association 

1155  Fifteenth  Street,  N.W 
(■■■Ljr  Washington,  D.C.  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
integrity  of. 
your  prescription 
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(continued  from  page  2) 

Cardiology  Today,  U.  Hosp.,  U.  of 
Iowa,  Iowa  City,  May  5-8.  32  hours 
prescribed  AAFP  credits  or  Cate- 
gory I AMA  credits.  Conference 
Coordinator,  College  of  Medicine, 
Office  of  Con.  Med.  Ed..  U.  of 
Iowa,  Iowa  City,  IA  52242. 

Surgical  Diseases  of  Liver  and  Biliary 
Tract,  Hilton  Hotel,  Omaha,  NE, 
May  14-16.  16  hours  prescribed 
AAFP  credits:  Costas  Assimaco- 
poulos,  M.  D.,  Dept,  of  Surgery, 
Creighton  U.  School  of  Med.,  2500 
California  St.,  Omaha.  NE  68178. 

Clinical  Dermatology  for  Family 
Practitioners,  U.  of  Minn.,  Minne- 
apolis, May  15-17.  17  hours  pre- 
scribed AAFP  credits.  Office  of 
Continuing  Med.  Ed.,  1350  Mayo 
Memorial  Bldg.,  Box  293,  U.  of 
Minn.,  Minneapolis,  MN  55455. 

Annual  Meeting  of  the  Great  Plains 
Organization  for  Perinatal  Health 

Care,  Ramada  Inn,  Bloomington, 
MN,  May  19-20.  Ex.  Sec:  Ruth 
Redmond,  RN,  Great  Plains  Organ., 
Wise.  Perinatal  Center,  202  S.  Park 
St.,  Madison,  WI  53715. 

Surgical  Correction  of  Congenital 
Hand  Defects,  Iowa  Memorial  Un- 
ion, U.  of  Iowa,  Iowa  City,  May 
19-21.  15  hours  Category  I AMA 


credits.  Conference  Coordinator, 
College  of  Medicine,  Office  of  Con. 
Med.  Ed.,  U.  of  Iowa,  Iowa  City, 
IA  52242. 

Current  Concepts  in  Radiation  Ther- 
apy, U.  of  Minn.,  Minneapolis, 
May  28-30.  AMA  Category  I cred- 
it. Office  of  Continuing  Med.  Ed., 
1350  Mayo  Memorial  Bldg.,  Box 
293,  U.  of  Minn.,  Minneapolis,  MN 
55455. 

South  Dakota  State  Medical  Associa- 
tion Annual  Meeting,  Holiday  Inn 
Downtown,  Sioux  Falls,  May  30, 
31,  June  1.  Ex.  Sec:  Robert  D. 
Johnson,  608  West  Ave.,  North, 
Sioux  Falls,  SD  57104. 

South  Dakota  Orthopedic  Society, 

Holiday  Inn  Downtown,  Sioux 
Falls,  May  31.  H.  Phil  Gross, 
M.D.,  1200  South  Euclid  Ave., 

Sioux  Falls,  SD  57105. 

South  Dakota  Society  of  Obstetrics 
and  Gynecology,  “High  Risk  Preg- 
nancy” Holiday  Inn  Downtown, 
Sioux  Falls,  May  31,  7:30  a.m. 
Pres:  R.  R.  Thornton,  M.D.,  Yank- 
ton Clinic,  Yankton,  SD  57078. 

June 

Intensive  Course  in  Pediatric  Nutri- 
tion for  Physicians,  Iowa  Memorial 


Union,  U.  of  Iowa,  Iowa  City,  June 
2-4.  33  hours  Category  I AMA 
credits.  Conference  Coordinator, 
College  of  Medicine,  Office  of  Con. 
Med.  Ed.,  U.  of  Iowa,  Iowa  City, 
IA  52242. 

Critical  Care  Medicine  for  Physicians, 

Room  B-37,  Creighton  Health  Cen- 
ter, 10th  & Dorcas  St„  Omaha,  NE, 
June  4-8.  21  hours  prescribed  AAFP 
credits.  Coord:  Anthony  J.  Carnaz- 
zo,  M.  D.,  Depart,  of  Surgery, 
Creighton  U.  School  of  Med.,  2500 
California  St.,  Omaha,  NE  68178. 

Fundamentals  of  Clinical  Hypnosis, 

U.  of  Minn.,  Minneapolis,  May  30- 
June  1.  AMA  Category  I credits. 
Office  of  Continuing  Med.  Ed., 
1350  Mayo  Memorial  Bldg.,  Box 
293,  U.  of  Minn.,  Minneapolis, 
MN  55455. 

AMA  Annual  Convention,  Atlantic 
City,  NJ,  June  14-19.  Exec.  Vice 
Pres:  James  H.  Sammons,  M.D., 
535  North  Dearborn  St.,  Chicago, 
IL  60610. 

Cancer  Surgery  Annual  Course,  U.  of 
Minn.,  Minneapolis,  June  16-18. 
AMA  Category  I credit.  Office  of 
Continuing  Med.  Ed.,  1350  Mayo 
Memorial  Bldg.,  Box  293,  U.  of 
Minn.,  Minneapolis,  MN  55455. 


FOR  UNIFORM  QUALITY 
AND  CONSISTENT  PERFORM- 
ANCE, SPECIFY  BURDICK 
IN  ALL  YOUR  ECG  SUPPLIES 

The  electrocardiogram  must  be  diagnostically  ac- 
curate and  clear  in  every  detail  — it  is  a permanent 
record  of  the  patient's  condition.  The  Burdick  EK/5 
will  give  you  this  accuracy,  but  the  ECG  may  be 
adversely  affected  by  using  supplies  not  specifically 
designed  and  developed  for  Burdick  equipment. 
Burdick  EK/500  recording  paper  is  designed 
expressly  for  the  EK/5.  It  has  a high-frequency 
coating  that  will  not  retard  or  distort  accuracy,  and 
utilizes  lower  stylus  heat  for  longer  stylus  life. 
Burdick  Lectro-pads “ offer  professionally  neat, 
quick  electrode  applications  without  electrolyte 
“build-up”  — a major  cause  of  AC  interference. 
Burdick  electrode  gel  meets  the  same  requisites  — 
it's  easy  to  apply,  safe  and  stainless.  Your  electro- 
cardiograph is  only  as  good  as  the  supplies  you 
use  with  it  — specify  BURDICK. 


KREISER  SURGICAL  INC. 

Phone  336-1155  21  st  & Minnesota,  Sioux  Falls  Rapid  City  Ph.  342-2773 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Valium 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Future  Meetings 


May 

S.D.  Chapter,  American  College  of 
Surgeons,  Holiday  Inn  Downtown, 
Sioux  Falls,  May  3,  9:00  a. m. -5:00 
p.m.  6 hours  AAFP  credits.  Pres: 
H.  Phil  Gross,  M.D..  1200  South 
Euclid  Ave.,  Sioux  Falls,  SD  57105. 

Family  Practice  Update,  Spencer,  IA, 
May  3.  6 hours  prescribed  AAFP 
credits.  Coord:  Michael  J.  Haller, 
M.  D.,  Depart,  of  Family  Practice, 
Creighton  U.  School  of  Med.,  2500 
California  St.,  Omaha,  NE  68178. 

Ophthalmology  Annual  Course,  “Cat- 
aracts” U.  of  Minn.,  Minneapolis, 
May  5-6.  AMA  Category  I credit. 
Office  of  Continuing  Med.  Ed., 
1350  Mayo  Memorial  Bldg.,  Box 
293,  U.  of  Minn.,  Minneapolis,  MN 
55455. 

Cardiology  Today,  U.  Hosp.,  U.  of 
Iowa,  Iowa  City,  May  5-8.  32  hours 
prescribed  AAFP  credits  or  Cate- 
gory I AMA  credits.  Conference 
Coordinator,  College  of  Medicine, 
Office  of  Con.  Med.  Ed.,  U.  of 
Iowa,  Iowa  City,  IA  52242. 

Perinatal  Conference — statewide.  Rap- 
id City  Regional  Hospital,  Rapid 


City,  SD,  May  7-8.  Dir:  David  H. 
Wells,  M.D.,  1100  South  Euclid 
Ave.,  Sioux  Falls,  SD  57105. 

Surgical  Diseases  of  Liver  and  Biliary 
Tract,  Hilton  Hotel,  Omaha,  NE, 
May  14-16.  16  hours  prescribed 
AAFP  credits:  Costas  Assimaco- 
poulos,  M.  D„  Dept,  of  Surgery, 
Creighton  U.  School  of  Med.,  2500 
California  St.,  Omaha,  NE  68178. 

15  Hi  Annual  Pediatrics  Postgraduate 
Seminar,  “Gastroenterology  in  Chil- 
dren,” Childrens  Memorial  Hos- 
pital, Omaha,  NE,  May  15-16.  PR 
Dir:  Julie  Sullivan,  Childrens  Me- 
morial Hospital,  44th  & Dewey 
Ave.,  Omaha,  NE  68105. 

General  Seminar  on  Drug  Abuse  for 
Health  Professionals  from  South 
Dakota,  Black  Forest  Inn,  Pactola, 
SD,  May  15-17.  Dir.,  Health  Pro- 
fessionals Drug  Abuse  Education 
Project,  160  Frontier  Hall,  U.  of 
Minn.,  Minneapolis,  MN  55455. 

Clinical  Dermatology  for  Family 
Practitioners,  U.  of  Minn.,  Minne- 
apolis, May  15-17.  17  hours  pre- 
scribed AAFP  credits.  Office  of 
Continuing  Med.  Ed.,  1350  Mayo 
Memorial  Bldg.,  Box  293,  U.  of 
Minn.,  Minneapolis,  MN  55455. 

Annual  Meeting  of  the  Great  Plains 
Organization  for  Perinatal  Health 


Care,  Ramada  Inn,  Bloomington, 
MN,  May  19-20.  Ex.  Sec:  Ruth 
Redmond,  RN,  Great  Plains  Organ., 
Wise.  Perinatal  Center,  202  S.  Park 
St.,  Madison,  WI  53715. 

Surgical  Correction  of  Congenital 
Hand  Defects,  Iowa  Memorial  Un- 
ion, U.  of  Iowa,  Iowa  City,  May 
19-21.  15  hours  Category  I AMA 
credits.  Conference  Coordinator, 
College  of  Medicine,  Office  of  Con. 
Med.  Ed.,  U.  of  Iowa,  Iowa  City, 
IA  52242. 

South  Dakota  State  Medical  Associa- 
tion Annual  Meeting,  Holiday  Inn 
Downtown,  Sioux  Falls,  May  30, 
31,  June  1.  Ex.  Sec:  Robert  D. 
Johnson,  608  West  Ave.,  North, 
Sioux  Falls.  SD  57104. 

South  Dakota  Orthopedic  Society, 

Holiday  Inn  Downtown,  Sioux 
Falls,  May  31.  H.  Phil  Gross, 
M.D.,  1200  South  Euclid  Ave., 
Sioux  Falls,  SD  57105. 

SD  Academy  of  Ophthalmology’  and 
Otolaryngology,  Downtown  Holiday 
Inn,  Sioux  Falls,  SD,  May  31.  Pres: 
B.  H.  P.  Hanson,  M.D..  1039  4th 
St.,  N.  E.,  Watertown,  SD  57201. 

South  Dakota  Society  of  Obstetrics 
and  Gynecology,  “High  Risk  Preg- 
nancy” Holiday  Inn  Downtown, 
Sioux  Falls,  May  31,  7:30  a.m. 
Pres:  R.  R.  Thornton,  M.D.,  Yank- 
ton Clinic,  Yankton,  SD  57078. 


2 


SOUTH  DA  KOTA 


ORBITAL  PSEUDODEFECT  SECONDARY  TO  EXCESSIVE 
PNEUMATIZATION  OF  THE  SPHENOID  BONE 


by 

Martin  Frank  Petereit,  M.D.* 


The  causes  of  true  orbital  defects  are  numerous  and  well- 
known.  These  include  von  Recklinghausen’s  neurofibromato- 
sis, paranasal  sinus  mucocele,  orbital  epidermoid  tumor 
(cholesteatoma),  myeloma,  paranasal  sinus  papilloma, 
rhabdomyosarcoma,  metastatic  neuroblastoma,  leukemia, 
osteomyelitis,  internal  carotid  artery  aneurysm  (extradural, 
intracavernous  portion),  gasserian  ganglion  neurofibroma, 
and  the  reticuloendothelioses.1  4 

We  have  encountered  an  apparent  orbital  defect  in  2 pa- 
tients. Each  was  due  to  a large  ectopic  air  cell.  A third  re- 
lated case  is  also  included.  The  term  “orbital  pseudodefect” 
is  proposed  for  this  entity.  No  reference  to  this  entity  could 
be  found  in  radiologic  journals  or  textbooks. 

CASE  REPORTS 

Case  1:  A 21-year-old  Caucasian  woman  had 
severe  frontal  headaches  for  24  hours  prior  to  ad- 
mission, along  with  chills,  fever,  dizziness,  difficulty 
in  walking,  and  a stiff  neck.  Bacterial  meningitis  was 
suspected.  The  positive  physical  findings  consisted  of 
minimal  cervical  adenopathy,  considerable  postnasal 
discharge,  suprapubic  tenderness,  and  a mild  fever. 
A neurologic  examination  was  negative  except  for 
an  unsteady  Romberg.  Urinalysis  revealed  80-100 
leukocytes/high  power  field  and  large  numbers  of 
bacteria. 

Plain  skull  films  showed  an  apparent  defect  in  the 
left  posterior  orbital  wall  and  minimal  narrowing  of 
the  superior  orbital  fissure  (Fig.  1).  Tomograms 
demonstrated  a large  air  cell  behind  the  left  orbit 
which  communicated  with  the  ethmoid  sinus  (Figs.  2 
and  3).  The  air  cell  extended  into  the  orbit,  but  no 
defect  in  the  orbital  wall  could  be  demonstrated. 
There  was  no  exophthalmos. 

Combined  radiological  and  neurosurgical  opinions 
were  that  this  represented  a large  air  cell  in  the 
greater  wing  of  the  sphenoid  bone  communicating 
with  the  posterior  ethmoid  air  cells,  almost  certainly 

*Radiologist.  Medical  X-Ray  Center,  Sioux  Falls,  S.D. 


a rare  congenital  variant.  It  was  felt  that  this  was  an 
interesting  incidental  finding,  which  was  not  re- 
sponsible for  any  of  her  symptoms.  However,  it  was 
also  felt  that  this  air  cell  could  become  symptomatic, 
if  it  ever  became  infected. 

Her  symptoms  soon  subsided  and  she  was  dis- 
charged in  five  days  improved.  Thus  far,  this  finding 
has  remained  asymptomatic. 


Case  1 Figure  1 


There  is  a 1.9  cm  area  of  decreased  density  involving  the 
lower  portion  of  the  left  orbit  with  a well-defined  sclerotic 
border  (arrow).  There  is  minimal  narrowing  of  the  superior 
orbital  fissure. 
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Case  1 Figure  2 


Anteroposterior  tomogram  shows  the  area  of  decreased 
density  clearly.  Note  the  wide  communication  with  the 
ethmoid  sinus  (arrows). 


Case  1 Figure  3 


Lateral  tomogram  of  left  orbit  demonstrates  a large  air  cell 
projected  beneath  the  area  of  the  sphenoid  sinus  (arrow). 
The  air  cell  extends  anteriorly  into  the  orbit,  but  no  defect 
in  the  posterior  orbital  wall  could  be  demonstrated. 


Case  2:  A 52-year-old  man  was  a passenger  in  a 
car  when  he  began  speaking  incoherently,  drooling, 
twitching,  and  his  body  was  bent  backwards.  He  was 
taken  to  a local  emergency  room  where  he  became 
violent  and  difficult  to  control.  Later,  he  had  no 
memory  of  this.  Positive  neurological  findings  con- 
sisted of  hypoactive  reflexes  and  a blood  pressure  of 
220/110  mm  Hg.  The  initial  impression  was  convul- 
sion, cause  undetermined.  The  next  day  the  blood 
pressure  was  160/110  mm  Hg.  Except  for  minimal 
to  moderate  elevation  of  the  LDH,  SGOT,  and  uric 
acid  values,  the  laboratory  studies  were  normal. 

Plain  skull  films  showed  an  apparent  defect  in  the 
left  posterior  orbital  wall  (Fig.  4).  Tomograms  dem- 
onstrated a large  air  cell  in  the  greater  wing  of  the 
sphenoid  bone,  which  extended  into  the  orbit,  but  no 
defect  in  the  orbital  wall  could  be  found  (Fig.  5). 
The  air  cell  appeared  to  communicate  with  the 
posterior  ethmoid  air  cells  on  other  views.  There 
was  no  exophthalmos.  The  EEG  was  normal.  A brain 
scan  showed  a questionable  diffuse  uptake  in  the 
right  frontal  area. 

The  patient  recovered  in  a few  days  and  was  dis- 
charged. The  final  impression  was  that  the  patient 
had  some  type  of  cerebrovascular  insult.  Again,  it 
was  felt  that  the  air  cell  was  an  interesting  incidental 
finding. 


Case  2 Figure  4 

There  is  a 1.8  x 2.3  cm  area  of  decreased  density  involving 
the  lower  portion  of  the  left  orbit  (the  film  was  reversed) 
which  has  a well-defined  sclerotic  border  (arrow).  (Courtesy 
of  Bryson  R.  McHardy,  M.D.,  Sioux  Falls,  South  Dakota.) 
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Case  2 Figure  5 


Lateral  tomogram  of  left  orbit  shows  a large  air  cell  pro- 
jected beneath  the  area  of  the  sphenoid  sinus  (arrow).  This 
air  cell  a’so  extends  anteriorly  into  the  orbit.  Again,  no  de- 
fect in  the  posterior  orbital  wall  could  be  demonstrated. 

Case  3:  A 23-year-old  man  came  to  a local  emer- 
gency room,  following  a mild  automobile  accident. 
Plain  skull  films  were  normal,  except  for  the  inci- 
dental finding  of  an  air  cell  within  the  anterior 
clinoid  process  on  the  right  (Figs.  6 and  7).  He  was 
released. 


Case  3 Figure  6 


Related  but  less  troublesome  finding.  There  is  a small  area 
of  decreased  density  in  the  upper  inner  quadrant  of  the 
right  orhit  which  also  has  a well-defined  sclerotic  border 
(arrow). 


Case  3 Figure  7 


Lateral  skull  roentgenogram  clearly  shows  this  to  be  an  air 
cell  within  the  anterior  clinoid  process  (arrows).  Tomog- 
raphy was  not  deemed  necessary. 


DISCUSSION 

As  stated,  no  definite  reference  to  this  entity  could 
be  found  in  the  radiological  literature.  However, 
Evans  et  al.3  show  an  example  of  an  ectopic 
sphenoid  air  cell  at  the  medial  portion  of  the  lesser 
sphenoid  wing,  through  which  a normal  optic  canal 
passes. 

Our  three  cases  all  presented  as  an  area  of  de- 
creased density,  within  the  orbit  on  anteroposterior 
roentgenograms.  Each  had  a well-defined  sclerotic 
border.  Case  1 had  minimal  narrowing  of  the  su- 
perior orbital  fissure,  almost  certainly  due  to  the  size 
of  the  air  cell.  The  location  and  size  of  the  air  cell  in 
cases  1 and  2 gave  an  initial  impression  of  an  orbital 
defect.  Tomograms  were  needed  in  cases  1 and  2 to 
clearly  demonstrate  the  true  nature  of  the  problem. 
These  would  appear  to  represent  extensions  of  the 
ethmoid  air  cells  into  the  greater  sphenoid  wing.  An 
air  cell  within  the  anterior  clinoid  process  is  easily 
recognized. 

These  were  unusual  (cases  1 and  2),  incidental, 
and  asymptomatic  findings.  However,  it  is  conceiv- 
able, that  a large  retroorbital  air  cell  could  become 
symptomatic,  if  it  became  infected. 

The  differential  diagnosis  of  true  orbital  defects 
has  been  described  in  the  literature  and  will  not  be 
discussed  here.1*4  This  entity  should  offer  no  serious 
diagnostic  problem.  However,  tomograms  are  neces- 
sary for  accurate  evaluation  of  the  air  cell  within  the 
greater  sphenoid  wing. 

ACKNOWLEDGMENT:  The  author  wishes  to 
thank  Donald  J.  Peik,  M.D.,  Sioux  Falls,  S.D.,  for 
preparing  the  photographs  of  radiographs. 
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SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

It  all  began  in  1949. 

Doctors  and  interested  individuals 
demonstrated  their  interest  in  medical 
education  in  South  Dakota  by  establishing 
an  organization  dedicated  to  assist 
our  USD  School  of  Medicine.  Throughout  the  years 
since , the  Fund  has  grown  considerably , but  the  need 
for  these  funds  has  increased  considerably  also. 

Loans  to  medical  students  utilize 
the  majority  of  these  funds.  Your 
donations  also  assist  in  the  purchase  of 
special  equipment  needed  for  the  school. 

This  year  for  the  first  time , 35 
students  will  remain  at  the  medical 
school  for  their  junior  year.  Undoubtedly 
this  will  mean  an  increase  in  loan  requests. 

Your  contribution  will  help  these 
future  doctors  of  South  Dakota.  Contributions* 

may  be  sent  to: 

SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 
608  WEST  AVENUE,  NORTH,  SIOUX  FALLS,  S.D.  57104 

*Tax  deductible 
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Professional  liability  insurance  is  causing  increasing  concern  in  the  entire  nation.  Probably  no  state 
medical  society  is  more  experienced  in  the  field  of  malpractice  than  California.  Since  1969  there  has  been 
1,100  percent  increase  in  the  number  of  awards  to  malpractice  victims  in  excess  of  $300,000. 

At  their  recent  state  medical  meeting  they  particularly  opposed  the  attorney’s  contingent  fee,  a vener- 
able custom  which  allows  the  lawyer  to  collect  up  to  one-half  of  the  damages  in  a liability  action  if  he  wins, 
zero  if  he  loses.  Instead  they  propose  contingency  fees  in  a “graduated  scale”;  the  higher  the  damage  award 
the  lower  the  percentage  of  the  lawyer’s  fee.  Other  changes  proposed  by  the  CMA  include  an  assigned-risk  pool 
for  physicians  unable  to  obtain  professional  liability  insurance,  tightened  statute-of-limitation  requirements, 
reversionary  trust  provision,  collateral  source  rule  and  a 60  day  advance  notice  before  filing  a malpractice 
suit.  (At  the  present  writing  in  South  Dakota  the  fate  of  House  Bill  #773  on  Professional  Liability  Insurance 
Pool  and  House  Bill  #827  to  Restrict  Statute  of  Limitations  remain  in  doubt.) 

The  California  State  Medical  Association  supports  A Medical  Injury  Compensation  Act,  similar  to 
Workmen’s  Compensation  to  “quickly,  adequately  and  fairly  compensate  all  injured  patients  for  their  med- 
ical, hospital,  dental,  rehabilitation  expenses  and  lost  earnings.” 

This  proposal  is  probably  the  best  solution  to  the  problem  based  on  an  extensive  experience  unequalled 
in  this  country. 

Sincerely, 

Robert  E.  Van  Demark,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Don’t  use  any* 

This  car  has  a quality  that  gets  more  valuable 
every  day.  It  needs  no  gasoline.  It’s  a Diesel. 
But  it’s  not  just  any  Diesel — it’s  a Mercedes-Benz. 
The  Mercedes-Benz  240  Diesel.  It’s  also  unusually 
reliable  and  has  one  of  the  cleanest  burning 
engines  in  any  car.  Want  to  beat  the  gas  shortage? 
We  have  the  solution. 

See  the 

Mercedes-Benz 
240  Diesel  at 
Vern  Eide  Buick 

33rd  & South  Minnesota  Avenue 
Sioux  Falls,  S.D. 

Phone:  336-1720 


MINUTES  OF  EXECUTIVE  COMMITTEE 

CONFERENCE  CALL  .< 

January  14,  1975  % ' 

1:30  p.m. 

The  meeting  was  called  to  order  by  President  Robert  E. 
Van  Demark,  M.D.  Present  for  roll  call  were  Drs.  Van 
Demark,  Bruce  Lushbough,  Gerald  Tracy,  Fred  Leigh, 
A.  P.  Reding,  J.  B.  Gregg,  and  T.  H.  Sattler,  as  well  as 
Robert  D.  Johnson,  executive  secretary. 

Dr.  Lushbough  moved  to  re-schedule  the  cancelled  Coun- 
cil meeting  on  February  8,  1975,  in  Sioux  Falls.  The  mo- 
tion was  seconded  and  carried. 

It  was  determined  that  the  Executive  Committee  should 
consider  several  items  of  a legislative  nature  immediately, 
rather  than  delay  action  until  February  8. 

A discussion  on  acupuncture  was  held.  Mr.  Johnson  in- 
formed the  Executive  Committee  of  the  recommendation 
of  legal  counsel  regarding  acupuncture  legislation  which 
was  not  to  introduce  a law,  but  to  handle  the  matter  by 
regulation  of  the  South  Dakota  State  Board  of  Medical 
and  Osteopathic  Examiners.  Dr.  Sattler  moved  that  the 
State  Medical  Association  follow  the  advice  of  legal  coun- 
sel. The  motion  was  seconded  and  carried. 

The  Executive  Committee  discussed  ear  piercing  legisla- 
tion which  may  be  introduced.  Dr.  Tracy  moved  that  the 
Association  position  be  that  of  recommending  that  ear 
piercing  be  done  only  by  licensed  practitioners,  but  that 
we  not  take  an  active  part  in  opposition  of  a bill  to  allow 
this  procedure  to  be  done  by  others.  The  motion  was  sec- 
onded and  carried. 

Mr.  Johnson  indicated  that  a bill  to  authorize  expansion 
of  nurse  extenders  will  probably  be  introduced  at  the  1975 
legislative  session.  Correspondence  between  the  School  of 
Medicine  and  the  Governor’s  office  was  discussed  and  it 
was  brought  out  that  Dean  Karl  Wegner  has  submitted  an 
alternative  proposal  for  this  program.  Dr.  Sattler  moved 
that  the  State  Medical  Association  support  the  Medical 
School  proposal  as  an  alternative  to  the  Health  Department 
proposal  regarding  nurse  extenders.  The  motion  was  sec- 
onded and  carried. 

Mr.  Johnson  reported  on  the  legislation  which  will  prob- 
ably be  submitted  by  the  Chiropractic  Association  this  year. 
At  the  present  time,  there  are  no  objectionable  features  to 
the  proposed  changes.  The  report  was  accepted  for  infor- 
mation. 

The  Executive  Committee  discussed  the  possibility  of  a 
public  utility  type  bill  being  introduced  by  the  state  adminis- 
tration to  implement  the  national  legislation  recently  signed 
by  President  Ford.  Mr.  Johnson  reported  that  the  AMA 
plans  to  challenge  the  validity  of  the  national  bill  through 
the  courts.  The  State  Planning  Office  has  indicated  that  the 
administration  will  not  submit  legislation  until  all  interested 
groups  in  the  state  have  been  contacted  and  provided  an 
opportunity  to  express  their  views.  The  executive  secretary 
was  instructed  to  watch  developments  in  this  area  closely, 
but  no  action  was  taken  regarding  this  situation. 

Mr.  Johnson  discussed  a proposal  which  will  be  submitted 
by  the  Physical  Therapy  Association  concerning  training  of 
physical  therapists  in  out-of-state  schools.  Dr.  Tracy  moved 
that  the  Association  support  such  legislation.  The  motion 
was  seconded  and  carried. 

A discussion  was  held  on  a proposed  bill  to  be  submitted 
by  the  Pharmaceutical  Association  regarding  drug  samples. 
The  bill  would  restrict  distribution  of  samples.  Dr.  Tracy 
moved  that  the  Association  support  such  legislation.  The 
motion  was  seconded  and  carried. 

The  critical  situation  regarding  malpractice  was  discussed 
by  Mr.  Johnson,  Dr.  Van  Demark  and  Dr.  Gregg.  South 
Dakota  physicians  will  pay  approximately  a 100  percent 
increase  for  malpractice  coverage  in  1975,  and  many  physi- 

(continued  on  page  22) 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


The  Black  Hills  Seminar  will  again  be  held  at  The 
Howard  Johnson  Motor  Inn  in  Rapid  City  on  Friday 
and  Saturday,  August  15-16,  1975.  Dr.  Wenzel 
Kovarik,  SDAFP  President  and  Program  Chairman 
for  this  annual  meeting  and  refresher,  and  Dr.  Buck 
Williams,  ACOG  Coordinator  for  this  event,  will 
have  the  program  format  finalized  soon.  The  first 
program  mailing  should  take  place  early  this  spring. 
Remember,  this  is  your  state  meeting,  and  good  for 
10  prescribed  hours,  AAFP. 

Tom  Stern,  M.D.,  Director,  Division  of  Education, 
The  American  Academy  of  Family  Physicians,  and 
his  wife  Gladys,  will  be  our  official  guests  at  The 
Black  Hills  Seminar  in  Rapid  City  in  August.  With 
the  advent  of  the  degree  granting  medical  school  in 
South  Dakota,  it  seems  appropriate  that  we  should 
gain  from  Dr.  Stern’s  expertise  during  his  visit.  He 
has  never  been  in  The  Black  Hills,  which  should  give 
all  of  us  added  incentive  to  show  Tom  and  Gladys 
some  fine  South  Dakota  hospitality. 


The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  written 
certification  examination  on  November  1-2,  1975.  It 
will  be  held  in  five  centers  geographically  distributed 
throughout  the  United  States.  Information  regarding 
the  examination  may  be  obtained  by  writing: 

Nicholar  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
PLEASE  NOTE:  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a completed 
application  with  the  Board  office.  Deadline  for  re- 
ceipt of  completed  applications  in  this  office  is  June 
15, 1975. 


You  have  received  information  relative  to  the  use 
of  the  computer  study  cards  for  reporting  your  post- 


graduate study  hours  in  1975.  Every  active  member 
has  received  a packet  of  twenty-five  cards.  Please 
complete  a card  and  return  it  to  National  for  each 
postgraduate  study  event  that  you  complete.  Consult 
your  December,  1974  issue  of  the  SDJM  for  PRE- 
SCRIBED HOURS,  and  the  February,  1975  issue, 
SDJM,  for  ELECTIVE  HOURS.  You  should  keep 
the  SDAFP  page  of  each  of  these  issues  for  easy 
references  concerning  allowable  hours. 

Completed  study  cards  should  be  returned  to: 

Data  Processing  Department 
American  Academy  of  Family  Physicians 
1740  West  92nd  Street 
Kansas  City,  MO  64114 

Please  do  not  send  these  cards  to  the  state  office.  Our 
state  chapter  does  not  have  a computer. 


A noon  luncheon,  good  for  2 PRESCRIBED 
HOURS,  will  be  held  during  the  forthcoming  SD 
Medical  State  Association  meeting  in  Sioux  Falls, 
May  30  - June  1,  1975.  Watch  the  SDSMA  mailing 
for  time  and  place.  We  need  your  input  and  com- 
ments. 


The  expected  format  for  the  SDAFP  MEMO- 
RIAL MERIT  SCHOLARSHIP  AWARD  was  pre- 
sented at  the  USD  School  of  Medicine  Awards  Din- 
ner Dance,  held  at  The  Elk’s  Club,  Sioux  Falls,  on 
Friday,  April  4,  1975.  This  Award,  a tuition  grant, 
will  be  presented  to  an  incoming  third  year 
medical  student,  upon  completion  of  the  application 
form  and  selection  by  the  appointed  committee.  This 
award  replaces  the  former  Family  Physicians  Me- 
morial Award,  pursuant  to  action  taken  at  The 
Black  Hills  Seminar  in  August,  1974,  which  has 
been  given  for  several  years  in  honor  of  Family 
Physicians,  now  deceased,  who  served  their  South 
Dakota  Academy.  The  first  recipient  of  this  new 
award  will  be  introduced  at  the  SDAFP  luncheon 
during  the  State  Medical  meeting  in  Sioux  Falls 
May  30 — June  1,  1975.  Plan  to  attend. 
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AA  SPRING  CONFERENCE 

Welcome  to  State  of  South  Dakota 
Alcoholics  Anonymous  Spring  Conference 
May  3-4  at  the  Arena,  Sioux  Falls,  S.D. 

Open  Meeting  Saturday  May  3,  7:30  P.M. 
Fellowship  — Hospitality  — Dancing 

Banquet  — Guest  Speaker  — 
Sunday  May  4,  1 2:30  P.M. 

Registration  $2.00  Banquet  Tickets  $6.00 
Al-Anon  and  Al-Ateen  participating 


FOR  RENT 

1 Suite  1,000  Square  Feet 

1 Suite  2,500  Square  Feet 

The  Koenig  Building,  located  at  1320 
South  Minnesota  Avenue,  Sioux  Falls,  S.D., 
is  ideally  located  between  the  hospitals  and 
is  known  as  a Medical  Building. 

Our  rental  terms  are  most  reasonable 
when  compared  to  rental  prices  today. 

We  would  be  most  happy  to  discuss  your 
needs  and  to  try  to  design  the  available 
space  accordingly. 

Contact: 

John  Timmer,  General  Manager 

Phone  (605)  336-2457 
P.O.  Box  1610 
Sioux  Falls,  South  Dakota 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  606S0  481 


SEARLE 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FIFTY-SEVEN  YEAR  OLD  MALE  WITH  SYMPTOMS  OF 

CHRONIC  CYSTITIS 

Allan  J.  Hartzell,  M.D.*  John  F.  Barlow,  M.D.,  FCAP** 

Urologist-Discusser  Pathologist-Editor 


CASE  NO.  32984 

This  57-year-old  Caucasian  male  was  admitted  to  Sioux 
Valley  Hospital  on  9-17-73  with  a long  history  of  hesitancy, 
painful  urination,  frequency  and  persistent  pyuria.  He  had 
been  on  various  medications  including  antimicrobial  agents 
with  only  transient  symptomatic  relief.  A cystoscopy  and 
intravenous  pyelogram  some  months  previously  revealed 
no  definite  abnormalities.  Because  of  persistent  pyuria  he 
was  readmitted.  A urethroscopy,  cystoscopy,  retrograde 
studies,  and  biopsies  of  the  bladder  were  carried  out.  The 
entire  floor  of  the  bladder  was  involved  by  an  inflammatory 
process.  The  pathology  report  revealed  acute  and  chronic 
inflammation  with  granulation  tissue.  There  was  no  evidence 
of  malignancy.  A villous  adenoma  of  the  rectum  was  also 
removed  during  this  admission  by  local  excision. 

Urinary  symptoms  persisted  but  the  cultures  were  negative. 
A search  for  a vesical  enteric  fistula  was  negative.  An 
exploratory  laparotomy  could  show  no  evidence  of  a fistula. 
The  appendix  was  removed.  Subsequent  to  surgery,  he 
developed  a left  pyelonephritis  but  this  responded  to  treat- 
ment. The  pathology  report  showed  mild  focal  chronic 
appendicitis  and  chronic  inflammation  with  hemorrhage 
in  the  bladder  biopsy.  He  was  treated  with  cephalothin  and 
released. 

Seven  months  later  the  patient  was  admitted  for  persistent 
pyuria.  An  intermediate  PPD  had  been  negative  in  the 
interim.  He  underwent  a repeat  cystoscopy  and  bladder 
biopsy.  The  bladder  floor  showed  markedly  edematous 
mucosa  and  some  plaque-like  areas  appearing  like  squamous 
metaplasia.  There  was  no  obvious  tumor.  The  repeat  bladder 
biopsy  was  read  as  severe  acute  and  chronic  cystitis  with 
atypicality  approaching  carcinoma  in  situ.  He  was  treated 
with  Neosporin  drip  and  irrigation  of  the  bladder  with 
Thio  Tepa. 

After  discharge,  the  patient  completed  his  irrigation  with 
Thio  Tepa.  These  irrigations  were  complicated  by  mild 
epididymitis,  but  relieved  his  symptoms  for  a period  of 
about  one  month  to  six  weeks  and  then  all  his  symptoms 
returned.  Urine  culture  showed  no  growth. 

Other  than  previously  given,  the  patients  only  significant 
past  history  was  that  he  was  a heavy  smoker  which  included 
lVi  packs  of  cigarettes  daily.  He  was  allergic  to  penicillin. 


* Urologist,  Sioux  Valley  Hospital;  Clinical  Faculty,  School 
of  Medicine,  The  University  of  South  Dakota. 
**PathoIogist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 


Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of 
Health,  U.  S.  Public  Health  Service. 


PHYSICAL  EXAMINATION:  Pulse  74,  and  regular,  res- 
pirations 20/minute  and  regular,  temperature  98.4°F., 
blood  pressure  120  systolic  and  60  diastolic.  The  patient 
was  an  alert  male  in  no  distress.  Examination  of  the  head 
and  neck  was  unremarkable.  The  lungs  were  clear  to 
auscultation  and  percussion.  The  heart  had  a normal  sinus 
rhythm  and  no  murmurs.  There  was  a midline  abdominal 
scar  and  the  liver  edge  was  just  palpable  below  the  costal 
margin  but  was  not  tender.  External  genitalia  were  un- 
remarkable. Prostate  was  flat  and  smooth  but  was  ex- 
quisitely tender  to  palpation. 

ADMISSION  LABORATORY  DATA:  Urinalysis:  straw 
colored,  clear,  specific  gravity  1.017,  ph  6.5,  negative  for 
protein,  glucose,  ketone  bodies,  bile  and  a trace  of  hemo- 
globin. Sediment  revealed  5-10  white  cells  per  high  power 
field  and  25-50  red  cells  per  high  power  field.  There  was 
an  occasional  mucous  thread.  Repeat  urines  were  similar. 
A bladder  culture  revealed  no  growth  in  48  hours.  Hemo- 
globin 15.6  gms/dl,  red  count  4.99  million/mm3,  hema- 
tocrit 45  vols/dl,  mean  corpuscular  hemoglobin  31  micro- 
micrograms,  mean  corpuscular  volume  91  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  34%,  total 
leukocyte  count  6,600/mm:i  with  64%  segmented  neutro- 
phils, 1%  eosinophils  and  35%  lymphocytes.  The  platelets 
were  normal  in  number  and  morphology  and  the  red  cells 
were  normochromic  normocytic  on  smear.  Ph  7.33,  PC02 
52  mm  of  Hg,  CO.,  content  28  meq/L,  sodium  135 
meq/L,  potassium  4.5  meq/L,  chloride  103  meq/L.  Total 
protein,  calcium,  inorganic  phosphorous;  cholesterol,  glucose, 
blood  urea  nitrogen,  uric  acid,  creatinine,  total  bilirubin, 
alkaline  phosphatase,  lactic  dehydrogenase,  transaminase 
were  within  normal  limits.  An  infusion  pyelogram  showed 
an  irregular  contour  of  the  bladder  involving  the  left  aspect 
about  the  left  ureteral  orifice.  There  was  mild  dilatation 
of  the  left  ureter  and  some  elevation  of  the  bladder  floor 
suggesting  prostatic  enlargement.  Retrograde  pyelogram 
showed  no  definite  abnormalities.  Electrocardiogram  was 
read  as  within  normal  limits  and  unchanged  from  previous 
tracings.  A repeat  cystoscopy  and  bladder  biopsy  revealed 
moderately  well  differentiated  carcinoma  grade  H (3  grades) 
with  superficial  invasion.  The  biopsy  of  the  left  lateral 
wall  of  the  bladder  revealed  acute  and  chronic  inflamma- 
tion. Figuration  of  the  bladder  tumor  was  performed. 
A cystectomy  and  ileal  loop  diversion  were  subsequently 
performed. 

DR.  ALLAN  J.  HARTZELL:  I might  add  that  be- 
sides the  studies  that  were  mentioned  in  the  protocol, 
numerous  out-patient  cultures  were  performed  in  the 
presence  of  pyuria  but  no  bacterial  growth  occurred 
even  when  the  patient  was  not  on  antimicrobial 
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therapy. 

This  case  is  a little  different  than  the  ordinary 
clinical  pathological  conference  where  I am  supposed 
to  be  guessing.  Needless  to  say,  it  would  appear  that 
for  two  years  when  the  patient  was  coming  in  and 
out  of  the  hospital  and  to  my  office  with  urinary 
symptoms,  I was  doing  a fair  amount  of  guessing. 
Occasionally,  the  culture  would  return  as  positive 
and  he  would  be  treated  specifically.  Most  of  the 
time,  however,  the  culture  was  returned  as  “no 
growth”  and  he  had  persistent  urinary  tract  symp- 
toms. This  man  had  been  carefully  watched  with  four 
cystoscopies  and  even  an  exploratory  operation  over 
a two  year  period  of  time.  He  had  multiple  biopsies 
and  even  an  open  wedge-biopsy  of  the  bladder.  As 
Dr.  Barlow  will  show  you,  there  is  a very  definite 
progression  of  changes  in  the  bladder  epithelium 
over  a period  of  time,  advancing  from  severe  cystitis 
to  increasing  epithelial  atypia  to  frank  carcinoma  in 
situ  and  then  into  a frankly  invasive  carcinoma.  To 
have  this  happen  is  extremely  disturbing,  but  the 
whole  problem  of  carcinoma  in  situ  about  the  bladder 
is  disturbing.  One  of  the  best  articles  on  this  subject 
was  written  by  Dr.  Utz  at  the  Mayo  Clinic  in 
1969. 1 Sixty-two  cases  with  histories  and  lesions 
very  similar  to  the  one  we  are  discussing  were  de- 
scribed. The  diagnosis  of  carcinoma  in  situ  of  the 
urinary  bladder  was  established  over  a period  of 
time.  The  recurrence  rate  of  carcinoma  in  situ  of  the 
bladder  in  this  series  was  over  80%  and  over  half  of 
those  that  did  recur  progressed  to  invasive  car- 
cinoma. Well  over  60%  of  those  patients  who  de- 
veloped invasive  carcinoma  died  of  their  carcinoma 
within  a five  year  period. 

At  first  glance  one  would  think  that  a lesion  which 
is  limited  to  the  surface  epithelium  should  be  able  to 
be  managed  by  transuretheral  resection.  The  problem 
is  that  the  lesion  is  multifocal  and  involves  wide 
areas  and  sometimes  most  of  the  bladder  epitheli- 
um. Dr.  Culp  in  an  earlier  series  found  that  8 out  of 
24  of  the  cases  had  involvement  of  the  terminal 
ureters.  It  is  a very  disconcerting  phenomena  for  a 
urologist  to  take  biopsies  of  what  appears  to  be  ab- 
solutely normal  bladder  mucosa  and  find  them  to  be 
involved  by  atypia  or  even  carcinoma  in  situ.  There- 
fore, resection  of  abnormal  appearing  areas  in  the 
mucosa  will  often  not  be  sufficient  as  the  lesion  is 
multifocal  involving  many  normal  appearing  areas  of 
bladder  mucosa.  There  has  not  been  a great  deal 
written  about  radiation  therapy  for  this  disease  but 


*Acting  Chairman,  Department  of  Laboratory  Medicine, 
School  of  Medicine,  The  University  of  South  Dakota,  and 
Pathologist,  Sioux  Valley  Hospital  and  Laboratory  of 
Clinical  Medicine. 


the  little  experience  that  has  been  gained  would  indi- 
cate that  not  much  can  be  accomplished. 

*DR.  RICHARD  A.  JAQUA:  Did  this  patient  ever 
have  residual  urine?  One  wonders  about  a carcino- 
gen excreted  in  the  urine  having  prolonged  contact 
with  the  mucosa. 

DR.  HARTZELL:  Most  of  the  time  he  did  not.  I 
would  now  like  to  have  the  pathology  of  the  lesion 
demonstrated. 

DR.  BARLOW:  The  following  slides  demonstrate 
the  atypia  of  the  bladder  epithelium.  There  is  total 
loss  of  polarity  and  haphazard  arrangement  of  the 
cells.  (Fig.  1)  There  is  no  invasion  of  the  underlying 
tissue  at  this  time.  This  lesion  did  progress  into  an 
invasive  carcinoma.  As  you  can  see  from  these  slides, 
it  was  deeply  invasive  of  muscle  (no  picture). 


Figure  1 


Close-up  of  epithelium  showing  marked  atypia  and  dis- 
organization characteristic  of  carcinoma  in  situ  of  bladder. 

The  patient  did  undergo  a total  cystectomy  at  a 
later  time.  Multiple  sections  through  areas  of  ulcera- 
tion and  acute  and  chronic  inflammation  showed  no 
residual  malignancy.  Bladder  mucosa  away  from  the 
tumor  bed  did  not  show  atypicality  at  this  time.  This 
is  a little  unusal  as  other  cases  have  shown  extensive 
atypicality  in  the  remainder  of  the  bladder.  However, 
in  this  case,  there  was  extensive  ulceration  and  loss  of 
bladder  mucosa. 

DR.  HARTZELL:  As  noted  in  the  protocol  a num- 
ber of  therapies  were  attempted.  First,  antimicrobial 
therapy  with  a variety  of  antibiotics  were  attempted 
for  his  symptoms  of  cystitis.  They  did  not  relieve  his 
symptoms.  Extensive  transurethral  resection  which 
denuded  large  areas  of  the  bladder  was  attempted 
but  other  areas  of  cystitis  appeared  and  the  patient 
did  not  have  relief  of  symptoms.  An  attempt  at 
chemotherapy  locally  with  Thio  Tepa  was  tried.  This 
type  of  therapy  has  been  successful  in  reducing  the 
recurrence  rate  of  multiple  superficial  bladder  carci- 
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nomas.  We  even  went  to  open  biopsy  and  fulguration 
but  the  patient  did  progress  into  an  invasive  carci- 
noma anyway.  We  did  not  attempt  radiation  therapy 
because  of  the  poor  experience  of  others.  He  did,  as 
mentioned,  undergo  a cystectomy  with  diversion.  We 
had  some  initial  problems  after  the  diversion  but  the 
patient  is  now  doing  quite  well. 

There  are  some  real  problems  in  the  diagnosis  of 
this  disease.  His  x-rays  were  essentially  normal  al- 
though he  did  develop  some  ureterectasis.  One  pro- 
cedure which  was  not  done  initially  but  was  done  at  a 
later  time  and  probably  can  be  done  more  often  in 
these  kind  of  cases  is  urinary  exfoliative  cytology  or 
the  pap  smear  of  urinary  sediment.  Do  you  have 
slides  of  any  of  the  atypical  cells? 

DR.  BARLOW:  No,  I didn’t  bring  them  but  I agree 
this  is  one  place  for  cytology  of  urinary  sediment. 
DR.  HARTZELL:  If  the  patient  does  have  very 
atypical  pap  smears  on  the  urinary  cytology,  I would 
be  much  more  likely  to  do  multiple  biopsies  of  the 
bladder  epithelium  even  in  areas  which  appear  nor- 
mal. As  far  as  the  general  management  of  cases  like 
this,  I suppose  we  would  follow  our  own  protocol  by 
trying  to  diagnose  the  lesion  with  cytology  and  multi- 
ple biopsies  and  then  attempting  transurethral  resec- 
tion of  the  lesion  or  lesions.  In  knowing  the  course  of 
this  case  and  other  cases  as  I have  mentioned  above, 
one  does  feel  more  justified  in  progressing  to  a more 
radical  treatment  like  the  cystectomy  in  some  cases 
especially  if  abnormal  areas  are  seen  in  multiple  lo- 
cations. I might  mention  in  the  experience  of  the 
Mayo  Clinic,  a partial  cystectomy  has  not  been  suc- 
cessful. Radiation  therapy  at  least  in  the  past  has  not 
been  successful.  I must  admit  that  in  18%  of  the 
Mayo  Clinic  series,  there  were  no  recurrences.  One 
must  take  this  into  account  before  recommending  a 
cystectomy  to  anyone.  However,  those  who  did  de- 
velop recurrent  and  invasive  carcinoma  did  not  do 
well.  Are  there  any  questions? 

*DR.  LOREN  AMUNDSON:  Was  there  any  family 
history  in  this  case?  I ask  this  because  I would  be 
interested  to  know  if  there  is  any  analogy  to  diseases 
such  as  familial  polyposis  of  the  colon  and  multiple 
basal  cell  nevus  syndrome. 

DR.  HARTZELL:  No,  there  was  no  family  history  in 
this  case  or  in  most  other  cases  that  I know  of  but  42 
out  of  the  60  patients  in  the  stated  series  were  heavy 
cigarette  smokers. 

DR.  AMUNDSON:  The  dermatologists  are  using  a 
lot  of  local  5 fluorouracil  on  skin  neoplasms.  Has  this 
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been  tried  in  the  lesion  of  the  bladder? 

DR.  HARTZELL:  Not  to  my  knowledge. 

DR.  JAQUA:  Was  this  progressive  on  cystoscopy? 
DR.  HARTZELL:  The  first  cystoscopy  showed  only 
a small  area  of  cystitis  about  the  trigone.  The  lesion 
progressively  involved  the  whole  trigone,  the  floor, 
the  base  of  the  bladder  and  extended  outward  around 
particularly  the  left  ureteral  orifice.  I thought  sure 
that  at  cystectomy  when  there  was  marked  ulceration 
of  the  bladder  floor  about  the  left  ureteral  orifice 
there  would  be  invasive  carcinoma  in  this  region,  but 
there  wasn’t. 

DR.  AMUNDSON:  Was  the  left  ureteral  orifice 
obstructed  by  tumor? 

DR.  HARTZELL:  No,  I think  it  was  involved  by  an 
inflammatory  process  which  may  have  been  the  result 
of  multiple  biopsies  and  fulgurations  in  this  area. 

DR.  AMUNDSON:  Do  you  think  it  will  involve  the 
ureteral  epithelium? 

DR.  HARTZELL:  I think  it  is  something  that  has  to 
be  considered  seriously  in  the  follow-up  of  this  case. 
**DR.  TOM  HENRY:  I think  that  this  appears  to  be 
a little  unusual  course  for  carcinoma  of  the  bladder. 
The  usual  course  is  simply  a single  lesion  of  variable 
depth  of  invasion  with  hematuria,  is  it  not?  Then  a 
second  primary  appears  later  in  another  area  of 
bladder,  ureter  or  kidney  pelvis. 

DR.  HARTZELL:  Yes,  the  therapy  of  the  usual 
bladder  carcinoma  then  depends  on  the  depth  of  the 
invasion  and  the  location  of  the  tumor.  For  instance, 
if  it  is  near  a ureteral  orifice,  partial  cystectomy  and 
reimplantation  of  the  ureter  may  be  necessary.  I 
think  Dr.  Barlow  is  going  to  discuss  some  of  these 
points  in  a minute. 

DR.  BARLOW:  I would  like  to  comment  on  the  fact 
that  using  chemotherapy  for  this  lesion  is  interesting, 
but  one  must  remember  that  all  chemotherapeutic 
agents  themselves  can  cause  malignancy.  As  a matter 
of  fact,  severe  hemorrhagic  cystitis  has  been  de- 
scribed with  cyclophosamide  and  even  carcinoma  of 
the  bladder  has  followed  this  agent.11  I would  also 
like  to  ask  about  fluorescent  cystoscopy  after  the  in- 
gestion of  such  compounds  as  acridine  orange  or 
tetracycline. 

DR.  HARTZELL:  I have  not  done  one  of  these  but 
this  has  been  studied.  It  would  be  very  nice  if  when 
you  do  a cystoscopy  the  fluorescent  compound  was 
localized  in  the  tumor  bearing  areas  and  you  could 
distinguish  these  areas  from  the  areas  of  inflamma- 
tion or  from  normal  mucosa.  However,  not  all  even 
invasive  tumors  or  carcinoma  in  situ  will  demon- 
strate this  fluorescence. 

***DR.  JOHN  HOSKINS:  I would  also  caution 
you  in  the  fact  that  just  as  you  have  trouble  dis- 
tinguishing inflamed  bladder  epithelium  from  true 
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neoplastic  changes,  you  can  get  false  localization  of 
fluorescent  materials  in  areas  of  inflamed  epithelium. 
Therefore,  you  can  get  both  false  positive  and  false 
negative  findings. 

DR.  AMUNDSON:  Could  you  use  a Lugoll’s  iodine 
to  stain  the  areas  of  bladder  epithelium  like  you  do 
in  the  cervix? 

DR.  BARLOW:  I do  not  believe  so  because  the 
principle  of  use  of  iodine  in  the  cervix  is  that  normal 
squamous  epithelium,  which  contains  glycogen,  will 
stain  with  the  iodine.  However,  the  bladder  epitheli- 
um is  not  squamous  and  normal  bladder  epithelium 
will  not  take  the  iodine  stain. 

DR.  HARTZELL:  I think  that  this  case  points  out 
an  important  lesson.  It  proves  to  all  of  us  who  are 
treating  urinary  tract  disease  to  be  very  persistent 
and  diligent  with  a patient  who  consults  you  for 
urinary  tract  symptoms.  After  checking  with  cultures 
and  cystoscopy  and  not  having  found  a great  deal, 
you  begin  to  wonder  whether  the  symptoms  are 
really  organic.  There  was  microscopic  hematuria  and 
pyuria  in  this  case  to  substantiate  an  organic  cause 
but  one  must  realize  that  atypia  may  occur  and 
progress  over  a period  of  time  to  invasive  carcinoma 
even  after  close  follow-up.  One  must  repeat  cysto- 
scopies even  though  previous  ones  have  been  normal. 
This  case  is  not  an  unusual  case.  We  have  had  three 
other  similar  cases  in  our  practice  since  I have  been 
here  over  a period  of  18  months.  One  of  these  pa- 
tients has  just  recently  been  in  the  hospital  and  had  a 
biopsy  which  showed  atypia  but  not  carcinoma  in 
situ.  From  the  history  of  that  patient,  I would  bet 
that  he  would  fall  into  the  category  of  the  patient  we 
are  discussing  today. 

*DR.  DENNIS  REIS:  From  what  you  describe, 
perhaps  a cystectomy  is  an  indicated  procedure  in 
this  disease. 

DR.  HARTZELL:  Yes,  many  of  these  patients, 
however,  are  in  their  60's  and  70's  and  a cystectomy 
with  a urinary  diversion  presents  problems  in  itself. 
This  is  especially  true  when  you  know  that  about 
20%  will  not  recur  and  that  some  of  the  tumors  that 
do  occur  can  be  managed  by  transurethral  resection 
and  fulguration. 

DR.  AMUNDSON:  Would  you  enumerate  some  of 
the  problems  that  a patient  who  has  a cystectomy 
might  have. 

DR.  HARTZELL:  The  operation  of  cystectomy  is 
no  different  than  many  radical  procedures  and  re- 
covery from  this  is  not  an  unusual  problem.  The 
problem  is  the  urinary  diversion.  There  are  a number 
of  ways  of  handling  a urinary  diversion  after  cystec- 
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tomy.  The  most  common  procedure  used  by  us  is 
the  so-called  Bricker  or  ileal  loop.  In  this  procedure 
a segment  of  ileum  is  used  as  a conduit  for  urine  and 
the  ureters  are  implanted  in  it  and  the  other  end  of 
the  loop  brought  out  through  the  skin.  A bag  can  be 
used  for  drainage  of  this  loop.  Much  progress  has 
been  made  in  this  regard.  One  of  the  big  problems 
the  patients  worry  about  is  the  unpleasant  odor  of 
urine.  In  the  older  bags,  we  used  various  diets  to 
acidify  the  urine  and  prevent  odor.  We  even  put 
deodorant  in  the  bag.  The  product  manufacturers 
have  been  ingenious.  There  is  a completely  dispos- 
able urinary  bag  commercially  available  which  I 
particularly  like.  This  solves  the  problem  of  incrusta- 
tion of  old  urine.  Urine  acidification  also  cuts  down 
the  odor.  People  who  have  a well  functioning  ileal 
conduit  can  get  along  quite  well.  They  can  even  go 
swimming.  They  do  pass  urine  into  the  water  but 
this  has  been  known  to  happen  with  normal  in- 
dividuals. One  of  the  problems  that  can  occur  is 
excoriation  of  the  skin  around  the  attachment  of  the 
bag.  This  can  be  treated  but  it  requires  cleanliness 
and  care.  There  are  skin  reactions  to  the  various  ad- 
hesives used.  From  what  I have  described,  it  is 
obvious  that  not  every  patient  will  adapt  well  to  this 
type  of  diversion.  It  takes  a competent  patient  or 
somebody  around  him  to  properly  manage  this  type 
of  urinary  diversion.  Many  patients  handle  it  quite 
well  but  it  can  be  a problem  particularly  in  elderly 
individuals. 

There  may  be  contraction  of  the  stoma  of  the 
ileal  loop.  A relatively  frequent  complication  is 
stenosis  of  one  of  the  ureteral  orifices  into  the  loop. 
This  gives  rise  to  pyelonephritis  and  may  require 
further  surgical  intervention.  Patients  with  an  ileal 
conduit  are  also  much  more  likely  to  develop  urinary 
calculi.  One  must  remember  that  the  ileal  loop  is  not 
a bladder,  it  is  a conduit.  The  peristalsis  of  the  loop 
will  propel  the  urine  out. 

Mention  should  be  made  of  ureterosigmoidostomy. 
If  the  patient  has  a competent  rectal  sphincter, 
anastomosis  of  the  ureters  into  the  sigmoid  may 
obviate  the  use  of  a bag.  This  is  not  used  much  but  it 
is  coming  back  into  vogue  in  a few  centers.  Diarrhea 
can  be  a problem  with  ureterosigmoidostomy.  There 
are  reasons  for  not  doing  this  procedure  especially  if 
you  are  going  to  irradiate  the  region  of  the  pelvis.  Al- 
so, obstruction  of  the  ureters  with  infection  can  be  a 
problem  with  this  procedure. 

**DR.  HOWARD  HOODY:  Have  you  tried  cryo- 
surgery for  carcinoma  of  the  bladder? 

DR.  HARTZELL:  Cryosurgery  has  been  tried  in  a 
number  of  conditions  in  the  bladder  and  in  the 
prostate.  My  experiences  with  it  have  not  been  good. 
If  you  could  control  the  freezing  and  denude  the  en- 
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tire  bladder  mucosa  in  carcinoma  in  situ,  it  probably 
should  be  considered.  I do  not  know  of  any  series 
where  they  are  doing  this  in  this  lesion.  However, 
there  may  be  problems  in  that  even  in  the  regener- 
ated epithelium  of  the  bladder  carcinoma  in  situ  may 
recur.  Fulguration  of  bladder  epithelium  by  the  usual 
method  still  does  just  as  well  as  cryosurgery. 

*DR.  JOHN  A.  OCHSNER:  You  have  covered  the 
problem  very  well.  I would  like  to  say  that  in  my  ex- 
perience, the  major  problem  with  skin  care  in  ileal 
conduits  has  not  been  adults,  but  in  children  who  are 
active. 

DR.  HARTZELL:  Our  experience  has  been  similar. 
Children  grow  and  this  can  cause  stomal  problems. 
Also  in  children  who  may  have  this  conduit  for  many 
years,  the  complications  of  strictures  and  stones  be- 
come a real  problem. 

DR.  DENNIS  REIS:  Do  villous  adenomas  have  a 
relationship  to  this  lesion? 

DR.  HARTZELL:  Not  that  I know  of. 

DR.  BARLOW:  I would  like  to  review  some  facts 
about  carcinoma  of  the  bladder.  It  is  mainly  a disease 
of  the  elderly  with  a median  age  of  60  years.  There 
is  a male  to  female  ratio  of  3:1  and  the  predominant 
cell  type  is  transitional  cell  carcinoma.  It  has  long 
been  known  that  workers  in  certain  industries  using 
aniline  dyes  such  as  the  rubber,  printing,  leather  in- 
dustry have  an  increased  rate  of  bladder  carcinoma. 
Chemicals  such  as  2-naphthalamine,  xenylamine, 
4-nitrobiphenyl,  benzidine,  phenacetin,  and  possibly 
caffeine  can  be  carcinogens.  The  first  few  of  those 
compounds  are  definitely  carcinogens  in  animals. 
Most  carcinogens  of  bladder  are  aromatic  com- 
pounds. A very  interesting  phenomena  recently  has 
been  the  clear  cut  increased  incidence  of  bladder 
cancer  in  cigarette  smokers.  In  other  parts  of  the 
world,  squamous  cell  carcinoma  of  the  bladder 
occurs  in  patients  with  bilharzial  infestation  (schis- 
tosomiasis). 

There  are  a variety  of  factors  in  prognosis  of 
carcinoma  of  the  bladder.  One  is  differentiation  of 
the  tumor.  We  classify  the  lesion  as  well  differen- 
tiated, moderately  well  differentiated,  and  poorly 
differentiated  types.  Probably  the  most  important 
factor  in  the  prognosis  of  bladder  cancer  is  the  depth 
of  the  invasion  of  the  bladder  into  the  muscle  wall. 
There  are  several  classifications  based  on  the  depth 
of  invasion.  Location,  extent  of  metastatic  disease  are, 
of  course,  important.  Pattern  of  cell  growth  (whether 
solid  or  papillary)  can  be  important. 

In  general,  there  are  two  types  of  bladder  tumors. 
One  group  is  those  tumors  which  are  well  differen- 
tiated, papillary,  superficially  invasive  and  do  well 
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with  local  fulguration.  On  the  other  hand,  the  other 
group  are  those  tumors  which  are  poorly  differen- 
tiated, deeply  invasive  and  do  poorly  even  with 
radical  surgery  and/or  radiation.  A major  problem 
in  bladder  cancer  is  that  once  a tumor  occurs,  the 
whole  urothelium  of  the  bladder,  ureters,  and  pelvis 
of  the  kidney  has  a predilection  to  undergo  malignant 
change.  Thus,  bladder  carcinoma  is  a multifocal 
disease.  It  is  apparently  not  always  associated  with 
preceding  carcinoma  in  situ  but  this  lesion  has  been 
seen  in  association  with  invasive  carcinoma.  We  do 
not  know  how  often  carcinoma  in  situ  precedes  in- 
vasive bladder  carcinoma. 

Carcinoma  in  situ  of  the  bladder  can  be  seen  in 
patients  with  contact  with  known  carcinogens  or  ad- 
jacent to  invasive  carcinoma  but  also  can  arise  as  a 
multifocal  independent  lesion  in  patients  with  no 
history  of  previous  bladder  cancer.  Carcinoma  in 
situ  may  be  asymptomatic  but  often  patients  have 
symptoms  as  in  our  case  today.  Histologically  it  is 
similar  to  that  of  other  organs.  That  it  is  a multifocal 
disease  has  been  stressed.  It  has  also  been  stressed 
that  high  recurrence  rate  and  progression  into  in- 
vasive carcinoma  is  common. 

I would  think  all  patients  with  persistent  symp- 
toms of  cystitis  and  repeated  negative  cultures  or 
high  risk  occupational  groups  should  be  followed 
with  cystoscopy  and  multiple  biopsies.  Finally,  I 
would  be  the  last  to  recommend  exfoliative  cytology 
of  urinary  sediment  in  the  general  population.  How- 
ever, in  the  group  of  patients  that  I have  mentioned 
above,  I think  it  can  be  useful  in  the  evaluation  and 
finding  of  patients  with  carcinoma  in  situ  of  the 
bladder.  Exfoliative  cytology  may  also  help  in  follow- 
up of  these  patients  with  carcinoma  in  situ. 
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( continued  from  page  10) 

cians  may  not  be  able  to  maintain  their  present  coverage. 
The  AMA  is  actively  working  in  this  area  to  find  a solu- 
tion to  this  nationwide  problem.  Dr.  Sattler  moved  that 
the  president  of  the  State  Association  appoint  a Select  Com- 
mittee to  study  the  problem  and  to  return  recommendations 
to  the  Council.  The  motion  was  seconded  and  carried. 

The  Executive  Committee  discussed  appointment  of  the 
Board  of  Directors  of  the  Medical  School  Endowment  As- 
sociation. Dr.  Sattler  moved  that  the  present  Board  of  Di- 
rectors be  re-appointed  for  a one  year  term.  The  motion 
was  seconded  and  carried. 

The  meeting  adjourned  at  2:15  p.m. 
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the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

. . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

b/oequivalenge 


a w -’oni 

OFFICC  Of  T8CHNOI  OOV  AOSCBSMEUT 
OHLi C\  BIOGQUfVALeNCG  BTUOV  t’AMtl 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and / or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrityof  your  prescription... 

Pharmaceutical  Manufacturers 
liMm  Association 
ICTT73I  1 1 5 5 Fifteenth  Street,  N.  W 

Washington,  D.C.  20005 

'Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C. 20402. 


protecting  the 

integrity  of . 
your  prescription 
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This  Is  Your 


Medical  Association 


Dean  Karl  Wegner  announced 
the  appointment  of  B.  J.  Begley, 
M.  1).,  Sioux  Falls,  as  assistant 
dean  for  Clinical  Sciences  for  the 
USD  School  of  Medicine.  He  will 
supervise  medical  education  ac- 
tivities in  the  Sioux  Falls  area  for 
the  school. 

^ ^ tic 

K.  K.  Verma,  M.D.,  Gregory, 
has  been  appointed  assistant 
clinical  professor  of  family  prac- 
tice at  Creighton  University. 
Creighton  family  practice  resi- 
dents will  work  with  Dr.  Verma 
in  Gregory  on  a rotation  basis  for 
their  specialty  training  in  family 
practice.  Dr.  Verma  has  also 
been  notified  that  he  has  received 
the  1974  AMA  Physician  Rec- 
ognition Award. 

* * H: 

A.  P.  Reding,  M.D.,  Marion,  and 
J.  A.  Muggly,  M.D.,  Madison, 
attended  their  forty  year  class  re- 
union at  Creighton  University 
during  the  Omaha  Midwest  Clini- 
cal Society  meeting. 

He  He  * 

Willis  Slanage,  M.  1).  Yankton, 

and  Richard  Hosen,  M.  I).,  Sioux 
Falls,  have  been  appointed  to  co- 
ordinate the  pediatric  treatment 
and  training  in  Yankton  and 
Sioux  Falls  for  the  School  of 
Medicine.  Both  physicians  have 
practiced  in  South  Dakota  for  a 
number  of  years,  and  both  are 
certified  by  the  American  Board 
of  Pediatrics. 


Leland  Larson,  M.D.,  Sioux 
Falls,  spoke  on  “Renal  Cysts”  at 
a recent  meeting  of  the  Madison- 
Brookings  District  Medical  So- 
ciety held  at  the  Flandreau  Indian 
School. 

Christopher  Moller,  M.D.,  ear, 
nose  and  throat  specialist,  has 
opened  his  office  in  Mitchell.  Dr. 
Moller  formerly  practiced  in  Dell 
Rapids  for  nine  years.  He  then 
entered  the  University  of  Ne- 
braska for  postgraduate  training 
i i otolaryngology  and  maxillo 
facial  surgery  before  returning  to 
South  Dakota.  Dr.  Moller,  a na- 
tive of  Baltic,  is  a graduate  of  the 
University  of  South  Dakota 
School  of  Medicine  and  North- 
western University  School  of 
Medicine. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Following  several  organizational 
meetings  held  in  Sioux  Falls  the 
South  Dakota  Affiliate  of  the 
American  Diabetes  Association 
was  formed.  A Board  of  Direc- 
tors has  been  named  and  officers 
elected.  Physicians  on  the  Board 
of  Directors  include:  Lynn 

DeMarco,  M.  D.  and  V.  V. 
Volin,  M.  D.,  Sioux  Falls;  Wil- 
liam Quick,  M.  D.,  President, 
Yankton;  Raymond  Nemer, 
M.  D.,  Gregory;  and  Stephen 
Haas,  M.  D.,  Rapid  City.  The 
first  general  meeting  of  the  af- 
filiate will  be  in  April  1975.  Any 
interested  physician  may  contact 
Dr.  Quick  at  the  Yankton  Clinic 
for  further  information. 

^ ^ ^ ^ 

Robert  Van  Demark,  M.D., 

Sioux  Falls,  was  honored  as 
“South  Dakota  Physician  of  the 
Year"  by  the  Governor's  Adviso- 
ry Committee  on  Employment  of 
the  Handicapped.  He  was  recog- 
nized for  his  exceptional  contri- 
butions toward  rehabilitation  of 
handicapped  people  and  toward 
public  understanding  of  employ- 
ment capabilities  of  handicapped 
individuals. 

* * * * 

Kurt  Schulz,  M.D.,  board  certi- 
fied ophthalmologist,  has  opened 
a practice  in  Sioux  Falls.  He  is  a 
graduate  of  Hamburg  University, 
Germany,  and  received  his  resi- 
dency training  in  ophthalmology 
at  Indiana  University  Medical 
Center.  Prior  to  moving  to  Sioux 
Falls,  Dr.  Schulz  practiced  in 
Fairmont,  Minnesota. 
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The  following  have  been  named 
Fellows  of  the  American  Acad- 
emy of  Family  Physicians:  T.  A. 

Angelos,  M.D.,  Canton;  F.  U. 
Sebring,  M.D.,  Vermillion;  Rob- 
ert S.  Westaby,  Jr.,  M.D.,  Pierre; 
Alfred  Shousha,  M.D.,  Britton; 
George  Mangulis,  M.D.,  Philip; 
John  P.  McCann,  M.D.,  Park- 
ston;  James  Collins,  M.D.,  Hov- 
en;  and  B.  T.  Otey,  M.D., 
Flandreau. 

:{c 

New  officers  for  the  Huron  Dis- 
trict Medical  Society  include 
President,  Wm.  Hanson,  M.D.; 
Vice  President,  Roscoe  Dean, 
M.D.  and  Secretary-Treasurer, 
E.  A.  Hofer,  M.D. 

^ ^ ^ ^ 

Members  of  the  Watertown  Dis- 
trict Medical  Society  heard 
David  Wells,  M.D.,  Sioux  Falls, 
Director  of  the  Perinatal  Pro- 
gram, describe  the  present  pro- 
gram in  South  Dakota  and  the 
program  as  he  envisions  it  in  the 
next  few  years. 

* ^ * 


Emil  G.  Ericksen,  M.D.,  Sioux 
Falls,  died  at  age  75  in  a Sioux 
Falls  hospital  following  an 
illness.  Dr.  Ericksen  graduated 
from  the  University  of  South 
Dakota  Medical  School  in 
1927  and  received  his  M.D. 
degree  from  the  University  of 
Illinois  Medical  School  in 
1929.  In  1930  following  his 
year  of  internship  he  estab- 
lished his  practice  in  Sioux 
Falls.  Dr.  Ericksen  was  a 
member  of  the  Seventh  Dis- 
trict Medical  Society,  the 
South  Dakota  State  Medical 
Association  and  the  American 
Medical  Association.  He  is 
survived  by  his  widow,  one 
son.  Palm,  with  the  American 
Embassy  at  Nepal,  four  grand- 
children, two  brothers  and 
three  sisters. 


The  Brown  Clinic,  Watertown, 
has  announced  that  W.  Nicol 
Guddal,  M.D.  has  joined  the  staff 
in  the  practice  of  family  medi- 
cine. Dr.  Guddal  obtained  his 
M.D.  degree  from  Tufts  Univer- 
sity School  of  Medicine  and  in- 
terned in  family  practice  at  Santa 
Monica  Hospital,  Santa  Monica, 
California,  prior  to  moving  to 
South  Dakota. 

H?  % 

Pierre  District  officers  for  1975 
are  C.  L.  Swanson,  M.D.,  Presi- 
dent; R.  S.  Westaby,  M.D.,  Vice 
President;  and  J.  T.  Cowan, 
M.D.,  Secretary-Treasurer. 

Hi  sjc  :jc 

New  officers  for  the  Sioux  Falls 
District  Medical  Society  include 
W.  O.  Rossing,  M.D.,  President; 
R.  E.  Gunnarson,  M.D.,  Vice 
President;  Durward  Lang,  M.D., 
Secretary;  and  Guy  Tam,  M.D., 
Treasurer. 

ifc  ^ 

Richard  G.  Belatti,  M.D.,  Madi- 
son, has  been  elected  to  serve  a 
three-year  term  on  the  Board  of 
Directors  of  the  South  Dakota 
Lung  Association. 

^ ^ 


J.  L.  Chassell,  M.D.,  long-time 
Belle  Fourche  area  physician, 
died  at  the  Northern  Hills 
Nursing  Home  at  age  103.  He 
was  born  September  8,  1871, 
at  Iowa  Falls,  Iowa.  He  gradu- 
ated from  Chicago  Medical 
College  and  practiced  in  Iowa 
for  six  years  prior  to  moving 
to  Belle  Fourche  in  1906.  Dr. 
Chassell  was  active  in  com- 
munity affairs,  a member  of 
the  Masonic  Lodge  and  an 
honorary  member  of  the  South 
Dakota  State  Medical  Associa- 
tion. He  is  survived  by  a son 
and  two  daughters. 


1975  officers  for  the  Madison- 
Brookings  District  Medical  So- 
ciety are  James  Reagan,  M.D., 
President,  Madison;  Curtis  Wait, 
M.D.,  Vice  President,  Brookings; 
and  C.  M.  Kershner,  M.D.,  Sec- 
retary-Treasurer, Brookings. 

^ ^ ^ ^ 

1975  officers  for  the  Mitchell 
District  Medical  Society  are 
President,  C.  D.  Monson,  M.D.; 
Vice  President,  E.  A.  Schabauer, 
M.D.  and  Secretary,  V.  R..  Von- 
burg,  M.D. 

* * * * 

P.  R.  Leon,  M.D.  was  recently 
elected  President  of  the  Aberdeen 
District  Medical  Society.  Other 
officers  include  David  Seaman, 

M.D.,  Vice  President  and  Peter 
Kamperschroer,  M.D.,  Secretary. 

^ ^ ^ 

Named  President  of  the  Water- 
town  District  Medical  Society  for 
1975  was  H.  Dean  Hughes, 

M.D.,  Clear  Lake;  Vice  Presi- 
dent is  C.  J.  Clark,  M.D.,  Water- 
town;  and  Secretary-Treasurer  is 
J.  J.  Stransky,  M.D.,  Watertown. 

:{c  :Jc 


E.  Stephen  Kahler,  M.D., 

Sioux  Falls,  died  in  a local 
hospital  following  an  illness. 
Dr.  Kahler  attended  the  Uni- 
versity of  South  Dakota  Medi- 
cal School  and  received  his 
M.D.  degree  from  the  Univer- 
sity of  Illinois.  He  interned  at 
Presbyterian  Hospital,  Chica- 
go, and  took  a residency  in  in- 
ternal medicine  prior  to  mov- 
ing to  Sioux  Falls  in  1955.  He 
was  engaged  in  private  prac- 
tice until  recently  when  he 
joined  the  staff  of  the  Veterans 
Administration.  Dr.  Kahler  is 
survived  by  his  widow,  Fran. 


APRIL  1975 
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Blue  Shield... 


One  of  the  Best  Ideas  You  Ever  Had. 

Years  ago,  Doctors  founded  Blue  Shield  with  two  goals  in  mind. 
Service  to  the  public  and  profession.  Blue  Shield  is  still  the  best 
idea  available  for  achieving  both  of  these  goals. 


Now,  more  than  ever  before,  we  must  continue  to  work  to- 
gether. 
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UlKCULAl 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


DISCUSSION  OF  TWO  CASES  OF  PAGET’S 
DISEASE  OF  BONE 


H.  P.  Gross,  M.D.,* 

Orthopedic  Surgeon — D iscusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist-Editor 


CASE  NO.  616338  & 626992 

CASE  I — A 42-year  old  Caucasian  female  entered  Sioux 
Valley  Hospital  because  of  discomfort  in  the  right  hip  of 
three  months  duration.  The  discomfort  had  been  accentu- 
ated with  prolonged  sitting  or  walking  and  *was  of  a dull 
aching  type  of  discomfort  which  had  progressed  in  the 
three  months  prior  to  admission.  Her  past  medical  history 
was  essentially  negative  except  for  a ruptured  appendix  in 
1970.  She  had  no  other  complaints. 

PHYSICAL  EXAMINATION:  Pulse  76/min.  and  regu- 
lar, respirations  20/min.  and  regular,  blood  pressure  120 
systolic  and  80  diastolic,  height  5'7",  weight  117  lbs. 
There  was  no  abnormality  to  the  head  and  neck.  Examina- 
tion of  the  chest  showed  that  the  lungs  were  clear  to 
auscultation  and  percussion.  The  heart  was  of  normal  size 
with  no  murmurs.  An  examination  of  the  abdomen  was 
unremarkable.  Forward  flexion  was  possible  to  70°  with- 
out pain.  Straight  leg  raising  was  negative  except  on  the 
right  where  there  was  anterior  thigh  discomfort.  Right  hip 
motion  was  definitely  limited  with  internal  rotation  to  10°, 
external  rotation  to  30°.  Abduction  was  possible  to  around 
20°-25°  at  which  time  she  complained  of  anterior  thigh 
pain.  A neurologic  examination  was  within  normal  limits. 

LABORATORY  DATA:  Urinalysis,  yellow,  turbid,  spe- 
cific gravity  1.022,  pH  5.0,  negative  for  protein,  glucose, 
ketone  bodies,  bile,  hemoglobin.  The  sediment  showed  12- 
15  wbe/high  power  field,  and  no  red  cells.  There  was  a 
small  amount  of  bacteria  in  the  sediment.  Prothrombin  time 
was  11.5  seconds  with  11.5  second  control.  Urine  culture 
showed  no  growth  after  48  hours.  A serologic  test  for  syphi- 
lis was  nonreactive.  Hemoglobin  content  was  13.2  gins/dl, 
red  count  4.35  million/mm3,  hematocrit  38  vols/dl,  mean 
corpuscular  hemoglobin  30  micromicrogranis,  mean  corpus- 
cular volume  86  cubic  m:cra,  mean  corpuscular  hemoglobin 
concentration  34%.  Total  leukocyte  count  7000/mm3  with 
59%  segmented  neutrophils,  1%  eosinophils,  1%  basophils, 
38  % lymphocytes  and  1%  monocytes.  The  red  cells  were 
normochromic  normocytic  and  the  platelets  normal  in  num- 
ber and  morphology  on  the  smear.  Total  protein,  calcium, 
inorganic  phosphorus,  cholesterol,  glucose,  blood  urea  nitro- 
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gen,  uric  acid,  creatinine,  total  bilirubin,  alkaline  phospha- 
tase, lactic  dehydrogenase,  and  aspartate  aminotransferase 
(SGOT)  were  within  normal  limits.  A chest  x-ray  was  nega- 
tive. An  electrocardiogram  was  negative.  Films  of  the 
pelvis  showed  Paget's  disease  of  the  right  hcmipelvis.  X-rays 
of  the  long  bones  were  negative.  A bone  scan  was  performed 
and  revealed  marked  increased  uptake  of  technetium  di- 
phosphonate  in  the  area  corresponding  to  the  abnormality 
on  the  x-ray.  An  operative  biopsy  was  performed  which 
was  diagnostic  of  Paget’s  disease. 

CASE  II — This  61 -year  old  Caucasian  female  entered 
Sioux  Valley  Hospital  because  of  a painful  right  knee.  This 
patient  had  known  osteitis  deformans  (Paget's  disease  of 
bone)  for  many  years.  Eleven  years  previously  she  had  had  a 
biopsy  diagnosis  in  Minnesota.  She  had  not  been  treated  but 
7 years  previous  to  admission  was  fitted  with  a leg  brace. 
She  had  minor  surgery  on  her  veins  also  at  that  time.  One 
year  prior  to  admission  she  discarded  the  brace  and  had  to 
use  crutches  because  of  severe  pain  in  the  knee.  Effusion  in 
the  knee  subsided  somewhat  on  indomethacin  but  she  con- 
tinued to  use  crutches. 

PHYSICAL  EXAMINATION:  Pulse  80/min.  and  reg- 

ular, respirations  20/min.  and  regular,  temperature  98°F., 
blood  pressure  112  systolic  and  60  diastolic.  Patient  was 
alert,  cooperative,  well-nourished,  well-developed  female. 
There  was  no  abnormality  to  the  head  and  neck.  Lungs 
were  clear  to  auscultation  and  percussion.  The  heart  was  of 
normal  size  with  no  murmurs.  The  abdominal  examination 
was  unremarkable.  There  was  a very  definite  varus  de- 
formity as  well  as  internal  rotary  deformity  of  the  right 
tibia.  The  tibia  resembled  a typical  sabreshin  type  of  de- 
formity. The  knee  was  stable  but  in  a deformed  position. 
There  was  some  question  of  shortening  of  the  tibia. 

LABORATORY  DATA:  Urinalysis:  yellow,  slightly 

cloudy,  specific  gravity  1.018,  pH  6.5,  negative  for  protein, 
ketone  bodies,  bile  and  hemoglobin.  The  glucose  reaction 
was  inhibited.  Ascorbic  acid  was  negative.  The  sediment 
revealed  an  occasional  wbc  and  no  other  abnormality. 
Hemoglobin  13.8  gms/dl,  red  count  4.50  million/mm , 
hematocrit  41  vols/dl,  mean  corpuscular  hemoglobin  31 
micromicrograms,  mean  corpuscular  volume  80  cubic  mi- 
crons, mean  corpuscular  hemoglobin  concentration  34%. 
Total  leukocyte  count  6500/mm3  with  74%  segmented 
neutrophils,  1%  eosinophils,  24%  lymphocytes,  and  1% 
monocytes.  The  red  cells  were  normochromic  normocytic  and 
the  platelets  normal  in  number  and  morphology  on  the 
smear.  A prothrombin  time  was  13.0  seconds  with  a control 
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of  12.0  seconds.  A serologic  test  for  syphilis  was  non- 
reactive. Total  protein,  inorganic  phosphorus,  cholesterol, 
glucose,  blood  urea  nitrogen,  uric  acid,  creatinine,  total 
bilirubin,  lactic  dehydrogenase,  and  aspartate  aminotrans- 
ferase (SGOT)  were  within  normal  limits.  Calcium  wsa 
12.7  ings/dl  (normal  8.2-10.5  mgs/dl)  alkaline  phospha- 
tase was  327  international  units/dl  (normal  20-95  units/ 
dl).  An  electrocardiogram  showed  minimal  ST  segment 
changes  most  pronounced  over  the  anteroseptal  region  con- 
sistent with  ischemia  or  digitalis  effect.  A chest  x-ray  was 
negative.  An  x-ray  of  the  tibia  showed  marked  anterior 
bowing  with  expansion  of  the  bones  and  cortical  thickening 
with  sclerotic  patches  consistent  with  Paget's  disease.  The 
process  extended  to  4 cms.  of  the  distal  end  of  the  tibia. 
The  fibula  was  not  involved.  An  operation  was  performed. 

DR.  GROSS:  The  42-year  old  lady  with  right  hip 
pain  showed  a positive  bone  scan  plus  x-ray  findings 
of  Paget’s  disease  which  was  confirmed  with  a bi- 
opsy of  the  ilium.  The  disease  entity  itself  can  cause 
a low  grade  pain  of  its  own.  It  can  also  weaken 
adjacent  structures  to  the  hip  joint  causing  narrow- 
ing of  the  joint  space  with  attendant  painful  ambula- 
tion, decrease  in  range  of  motion,  and  antalgic  gait. 

Therefore,  this  lady’s  symptoms  may  have  been 
on  the  basis  of  two  different  pathologic  processes,  a) 
Paget’s  disease  of  the  bone  and,  b)  arthritis  of  the 
hip  joint.  The  treatment  of  Paget’s  disease  will  not 
necessarily  relieve  the  pain  of  arthritis,  and  the  treat- 
ment of  arthritis  will  not  necessarily  relieve  the  pain 
of  Paget’s  disease.  It  should  also  be  emphasized  that 
primary  treatment  of  either  entity  is  not  always  com- 
pletely satisfactory. 

Use  of  a total  hip  replacement  would  be  worth- 
while, but  must  be  weighed  against  the  patient’s  age, 
plus  insertion  of  a cemented  prosthesis  into  abnormal 
bone.  Initial  results  of  this  procedure  (2-4  years  fol- 
low-up) look  good  in  both  Dr.  Charnley’s  and 
the  Mayo  Clinic  cases.  However,  this  was  also  felt 
to  be  true  in  the  initial  use  of  the  Austen-Moore 
prosthesis.  After  2-3  years  of  a femoral  head 
prosthesis,  this  metal  ball  migrated  superiorly  and 
medially  into  the  soft  Pagetoid  bone. 

Therefore,  treatment  in  this  particular  patient  con- 
sists of  several  undesirable  choices.  Dr.  Hallad  of 
the  Washington  University,  St.  Louis,  has  used  the 
term  “Hobson’s  choice”  with  regard  to  the  treatment 
of  Paget’s  disease.  Thomas  Hobson,  according  to 
Webster’s  dictionary,  was  an  English  liveryman  who 
would  give  a customer  the  choice  horse  he  wanted 
provided  it  was  always  the  horse  nearest  the  door. 
Thus,  we  are  faced  with  the  “Hobson’s  choice”  of 
undesirable  alternatives  in  treating  Paget’s  disease. 
We  did  not  do  a total  h:p  replacement  on  this  lady 
but  have  in  other  patients.  I believe  you  can  see  the 
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area  of  involvement  on  this  x-ray  which  corresponds 
to  the  hot  area  on  the  scan  (Fig.  1 & 2). 


Figure  1 

Roentgenogram  of  pelvis  reveals  dense  sclerosis  of  right 
hemipelvis  characteristic  of  Paget’s  disease. 


jM I.  S* 


Figure  2 

Radionuclide  scintigram  showing  more  uptake  of  technetium 
diphosphonate  compound  in  area  corresponding  to  x-ray. 
The  scan  attests  to  recent  activity  of  lesion. 

*DR.  W.  O.  ROSS1NG:  Do  you  always  need  a 
bone  biopsy  in  Paget’s  disease? 

DR.  GROSS:  No,  usually  the  x-ray  is  quite  diag- 
nostic. 

The  second  case,  a 61  year  old  lady,  was  first 
seen  because  of  a painful  right  knee.  Initial  treat- 
ment using  Indomenthacin  gave  mild  relief,  but  did 
not  correct  the  mechanical  deformity  present  in  the 
angulated  tibia.  This  defect  resulted  in  abnormal 
forces  on  the  knee  joint.  Therefore,  after  recognizing 
there  may  be  problems  in  getting  this  abnormal  bone 
to  heal  and  after  informing  the  patient  this  may  be  a 
problem,  we  proceeded  with  an  osteotomy.  These 
x-rays  (Figs.  3,  4)  show  the  bone  before  and  after 
the  insertion  of  a nail.  There  has  been  slow  healing. 
Weight  bearing  has  been  allowed  only  in  a protective 
weight  bearing  cast. 
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Figure  3 

Bowing,  thickening  and  dense  sclerosis  of  tibia  characteristic 
of  Paget’s  disease. 


Figure  4 

Nail  in  place  in  pagetoid  bone  after  osteotomy  and  cor- 
rection of  deformity. 


*DR.  B.  T.  PITT-HART:  What  about  the  nail 
moving  in  the  soft  pagetoid  bone? 

DR.  GROSS:  That  has  not  happened  yet  but  could 
be  a complication. 

This  is  an  appropriate  time  to  discuss  Paget’s  dis- 
ease, inasmuch  as  it  is  now  over  100  years  since  Sir 
James  Paget  saw  his  first  case  of  osteitis  deformans. 
He  waited  years  before  publishing  the  case,  which 
was  placed  in  the  English  literature  in  1877.  At  that 
time  Sir  James  was  63  years  of  age,  and  well  estab- 
lished as  a lecturer  at  St.  Bartholomew’s  Hospital  in 
London.  He  had  previously  written  notable  works  on 
the  healing  of  tendons,  the  healing  of  nerves,  and  on 
the  place  of  bone-setters  in  the  treatment  of  certain 
orthopaedic  diseases.  His  advocacy  of  the  bone-set- 
ting  profession,  from  which  much  of  our  heritage  in 
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orthopaedic  surgery  originates,  was  as  controversial 
a subject  at  that  time  as  it  may  be  today. 

Osteitis  deformans  or  Paget’s  disease  of  bone  is  a 
disease  that  consists  of  the  destruction  or  osteolysis  of 
bone  followed  by  repair.  However,  this  process  is 
not  carried  out  in  any  orderly  manner  and  the  lamella 
are  not  laid  down  to  withstand  any  ordinary  stresses 
or  strains.  As  a result,  the  bone  is  weak  and  will 
either  bend  or  break  in  spite  of  an  increase  in  bone 
mass. 

The  disease  usually  affects  people  over  40  years  of 
age,  although  younger  cases  have  been  reported.  It 
affects  both  the  long  cylindrical  as  well  as  the  short 
bones. 

The  most  common  form  of  the  disease  is  a mono- 
stotic or  isolated  form  and  involves  3 percent  of  the 
population.  This  is  usually  detected  on  routine  x-ray 
exam,  and  if  well  isolated  in  an  area  not  requiring 
much  stress,  will  cause  no  symptoms. 

However,  the  type  that  we  must  concern  ourselves 
with  today  is  the  progressive  type  which  is  in  an  area 
of  stress  and  which  will  cause  symptoms.  The  most 
common  sites  affected  are  the  sternum,  upper  femur, 
lower  spine,  pelvis  and  skull. 

The  symptoms  are  usually  those  of  pain.  This  may 
be  a deep  and  hard  to  define  pain,  or  be  the  pain 
of  a pathologic  fracture  or  abnormally  stressed  joint 
as  we  see  in  our  two  cases  today.  The  symptoms 
can  also  evolve  from  encroachment  upon  adjacent 
structures,  as  I will  point  out  later. 

The  physical  findings  are  those  of  angulated  long 
bones  or  irritable  joints  with  limitation  of  motion. 
They  may  also  include  deformities  such  as  playty- 
basia  from  softening  and  settling  of  the  base  of  the 
skull  or  the  upper  vertebrae,  or  the  same  flattening 
of  the  lower  lumbar  vertebra. 

The  laboratory  will  show  one  important  finding, 
namely  that  of  an  increased  alkaline  phosphatase. 
This  indicates  the  rapid  bone  turn-over  and  osteo- 
synthesis. The  serum  calcium  and  inorganic  phos- 
phate are  usually  normal.  Urinary  hydroxyproline  is 
increased. 

Radiology  of  Paget’s  disease  is  almost  diagnostic 
in  most  cases.  The  varying  zones  of  radiolucency 
(osteolysis)  and  opacity  (osteoblastic  activity)  are 
characteristic.  Large  trabeculae  are  clearly  evident. 
Skull  involvement  has  circumscript  areas  of  osteo- 
lysis surrounded  by  dense  bone,  and  has  been  given 
the  name  “osteoporosis  circumscripta”. 

Pathologically,  the  findings  are  so  well  outlined 
that  they  cannot  escape  identification.  The  haver- 
sion  systems  have  a well  outlined  border  or  cement 
line  which  takes  a hematoxylin  and  eosin  stain.  This 
tends  to  give  a mosaic  or  crazy-quilt  pattern.  How- 
ever, it  also  appears  that  the  creating  artist  lost  all 
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orientation  or  directions  in  his  design  or  objective. 
These  separate  mosaics  are  spoken  of  as  breccie. 
Large  number  of  osteoclasts  and  osteoblasts  are  also 
seen  accounting  for  the  continuous  building  up  and 
tearing  down  of  bone. 

With  the  above  facts  in  hand,  associated  problems 
of  Paget's  disease  are  not  hard  to  explain. 

Anemia,  although  not  common,  may  be  seen.  It 
can  be  caused  by  encroachment  of  the  blood  forming 
marrow  elements  by  the  Pagetoid  process. 

Cranial  nerve  involvement  occurs  with  thickening 
of  the  skull.  This  encroaches  on  nerves  as  they  leave 
the  foramina.  Also  softening  and  settling  of  the  skull 
on  the  cervical  spine  can  cause  symptoms.  The  plane 
of  the  foramen  magnum  is  inclined  dorsally  and  the 
odontoid  process  is  thrust  up  into  the  posterior  fossa. 
Thus,  the  brain  stem  must  bend  over  the  odontoid 
and  ventral  margins  of  the  foramen  magnum.  The 
olivary  processes  sink  into  the  cervical  canal,  and 
tension  ensues  on  the  nerve  roots. 

Cardiovascular  disease  is  the  most  common  cause 
of  death.  Kyphosis,  plus  the  softening  of  the  ribs, 
cause  the  respiratory  capacity  to  be  reduced.  The 
right  heart  is  put  under  stress.  Hypertension  also  oc- 
curs for  some  unknown  reason  to  add  further  strain 
to  an  already  decompensated  heart. 

The  complication  of  secondary  sarcoma  is  well 
documented.  The  incidence  of  this  complication  va- 
ries from  1-10  percent  depending  on  the  reports. 
This  may  be  osteosarcoma,  chondrosarcoma  or  fibro- 
sarcoma. If  one  were  to  plot  the  age  incidence  of 
osteosarcoma,  the  highest  incidence  would  be  in 
the  second  decade  of  life.  There  would  then  be  an- 
other peak  in  the  fourth  and  fifth  decades  of  life. 
This  latter  peak  is  due  almost  entirely  to  sarcoma 
complicating  Paget’s  disease  of  bone. 

The  treatment  of  Paget’s  disease  is  not  specific. 
There  is  not  a known  cure,  but  various  methods 
are  being  explored  to  alter  its  course. 

Aspirin  given  in  large  doses  (4-6  gms/day)  was 
the  only  treatment  available  until  the  last  decade. 
There  is  some  evidence  that  salicylates  given  in  this 
large  dose  decrease  bone  absorption  to  some  extent. 
This  may  be  the  reason  for  the  limited  relief  that 
people  obtained  from  this  form  of  treatment.  How- 
ever, the  gastrointestinal  symptoms  that  result  from 
this  large  a dose  of  salicylates  have  far  outweighed 
its  usefulness. 

Corticosteroids  were  also  used  for  a short  period 
of  time.  Again,  the  untoward  effects  far  outweighed 
the  benefits  received. 

Sodium  fluoride  is  felt  to  inhibit  bone  absorption 
as  well  as  promote  bone  formation.  Therefore,  this 
has  been  used  with  some  success  in  doses  of  60-120 
mgs.  These  doses  are  substantial  and  limit  the  use- 


fulness of  fluoride. 

Sodium  phosphate  is  also  known  to  decrease  bone 
turnover  by  some  unknown  mechanism.  It  has 
been  given  orally  in  doses  of  1. 0-2.0  gms/day  with 
limited  success.  When  used  intravenously,  it  has 
caused  extra-skeletal  calcification.  Therefore,  this 
latter  method  of  administration  should  be  avoided. 

Calcitonin,  a hypocalcemic  polypeptide  secreted 
by  the  parafollicular  cells  of  the  thyroid  has  also 
been  used  as  an  investigative  drug.  This  not  only  de- 
creases the  calcium  but  also  the  magnesium,  alka- 
line phosphatase,  phosphate,  as  well  as  the  urinary 
hydroxyprolines.  It  also  suppresses  bone  resorption. 
Of  the  two  forms  available,  porcine  calcitonin  and 
salmon  calcitonin,  the  synthetic  salmon  calcitonin 
appears  the  most  promising. 

Mithramycin  is  a drug  usually  reserved  for  testicu- 
lar tumors,  but  is  now  being  used  as  a treatment  for 
Paget’s  disease.  This  has  a cytotoxic  effect  on  plate- 
lets as  well  as  the  liver  and  kidneys.  Therefore  fre- 
quent checks  of  the  hematic,  hepatic,  and  renal  sys- 
tems are  in  order  during  its  use.  It  is  given  intra- 
venously in  doses  of  25  mgs/kgs/day  over  an  8 to 
1 2 hour  period. 

In  summary,  Paget’s  disease  has  been  recognized 
for  almost  100  years.  The  morphology,  be  it  gross, 
radiologic  or  microscopic,  has  been  well  described. 
The  physiology,  however,  remains  obscure.  For  this 
reason  treatment  remains  almost  symptomatic  rather 
than  specific.  With  the  increased  interest  in  treatment 
of  the  disease  in  the  past  decade,  perhaps  some 
breakthrough  will  present  itself  and  the  true  physi- 
ology of  the  disease  will  be  found;  and  specific 
therapy  can  be  found. 

DR.  PITT-HART:  I would  like  to  make  just  a few 
comments.  I will  start  by  asking  how  the  platelets 
are  affected  by  mithramycin. 

DR.  GROSS:  I believe  the  level  is  just  depressed. 

DR.  PITT-HART:  The  explanation  of  anemia  by 
involvement  of  the  marrow  in  this  multifocal  disease 
is  not  adequate  as  normal  areas  of  marrow  should 
compensate.  Also,  although  probably  of  no  signifi- 
cance, I learned  that  Paget's  bone  was  very  warm  due 
to  its  great  vascularity. 

DR.  BARLOW:  As  you  point  out  osteitis  deformans 
is  a disease  of  adults  over  40.  It  is  apparently  much 
more  common  in  Great  Britain  and  Australia  than 
in  North  America.  In  Asia  it  is  very  rare. 

There  is  an  oft  quoted  incidence  of  3 percent  at 
autopsy  and  a higher  incidence  in  studies  by  radiolo- 
gists in  the  adult  population.  However,  most  cases 
are  asymptomatic  and  detected  on  x-ray  as  incidental 
findings  or  by  study  after  an  isolated  elevated  alka- 
line phosphatase  is  found  on  the  12  panel  survey.  The 
cause  of  the  disease  is  completely  unknown  but 
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familial  cases  have  been  reported.  The  disease  is 
multifocal  and  can  involve  any  bone  in  the  body. 
There  is  early  osteolysis  but  extensive  remodeling 
takes  place.  Osteoblasts  laying  down  bone  as  well 
as  osteoclasts  destroying  bone  are  present.  The  vas- 
cular fibrous  marrow  is  striking.  It  has  been  suggest- 
ed that  high  output  heart  failure  occurs  because  of 
arteriovenous  shunting  in  the  bone  marrow.  Although 
it  is  true  that  there  is  marked  increase  in  blood  sup- 
ply to  Pagetoid  bone2  and  that  this  can  cause  a 
strain  on  the  heart,  radionuclide  studies  have  re- 
vealed no  arteriovenous  shunting  in  the  bone  mar- 
row. 

Chemically,  the  alkaline  phosphatase  is  elevated 
but  the  calcium  and  phosphorus  in  the  serum  are 
normal  unless  the  patient  has  endured  prolonged 
bedrest  in  which  case,  hypercalcemia  may  occur  and 
cause  organ  damage  or  nephrolithiasis. 

The  frequency  of  fractures  is  increased  in  this 
disease  in  spite  of  the  radiologic  sclerotic  appearance 
which  would  suggest  strong  bone.  Actually  the  bone 
is  soft  and  unable  to  bear  stresses  as  well  as  nor- 
mally modeled  bone.  Bending  or  fracture  in  bone 
affected  by  Paget’s  is  the  rule. 

I would  also  like  to  point  out  that  the  sarcomas 
that  arise  in  this  disease  may  be  multicentric  and 
have  a poor  prognosis  especially  when  located  in  the 
central  skeleton. 

The  bone  scan  was  not  particularly  useful  in  this 
case  but  often  can  detect  areas  of  early  Paget’s  dis- 
ease of  bone  not  demonstrable  by  x-ray.  One  use  of 
bone  scanning  as  illustrated  by  this  case  is  that  the 
activity  of  the  bone  process  can  be  gauged.  Old  in- 
active sclerotic  or  cystic  lesions  of  Paget’s  disease 
(or  for  that  matter,  old  fractures  or  old  bone  lesions 
of  any  sort)  may  show  on  x-ray  but  not  on  scan. 
Lesions  which  are  showing  remodeling  and  are, 
therefore,  more  likely  to  be  symptomatic  will  show 
as  very  hot  areas  on  the  scan.  In  this  case,  the 
lesion  was  symptomatic  and  showed  marked  in- 
creased uptake  on  the  scan. 

The  detection  of  Paget’s  disease  is  not,  however, 
the  major  use  of  the  bone  scan  since  conventional 
x-ray  is  usually  just  as  effective.  Bone  scanning  is 
much  more  effective  in  detecting  occult  metastatic 
disease  of  bone.  The  bone  scan  is  a far  better  pro- 
cedure for  early  detection  of  metastatic  disease  of  the 
skeleton  since  conventional  x-ray  requires  much  de- 
struction of  bone  before  disease  can  be  recognized 
on  the  x-ray.  The  scanning  technique  utilizing  tech- 
netium diphosphonate  or  pyrophosphate  can  detect 
early  abnormalities  of  the  hydroxyapatite  crystal  at 
an  earlier  stage.  The  bone  scintigram  or  scan  should 

* Director  of  Family  Practice  Residency,  Sioux  Falls,  South 

Dakota. 


probably  replace  the  so-called  metastatic  x-ray  series 
as  a search  for  skeletal  metastases.  For  primary  bone 
tumors  and  metabolic  bone  processes  the  roentgeno- 
graphic  studies  are  still  the  best. 

*DR.  LLOYD  SWEENEY:  Do  you  amputate  an 
extremity  for  the  sarcomas  arising  in  Paget's  dis- 
ease? 

DR.  GROSS:  Yes,  if  the  lesion  is  not  metastatic. 
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FOR  RENT 

1 Suite  1,000  Square  Feet 

1 Suite  2,500  Square  Feet 

The  Koenig  Building,  located  at  1320 
South  Minnesota  Avenue,  Sioux  Falls,  S.D., 
is  ideally  located  between  the  hospitals  and 
is  known  as  a Medical  Building. 

Our  rental  terms  are  most  reasonable 
when  compared  to  rental  prices  today. 

We  would  be  most  happy  to  discuss  your 
needs  and  to  try  to  design  the  available 
space  accordingly. 

Contact: 

John  Timmer,  General  Manager 

Phone  (605)  336-2457 
P.O.  Box  1610 
Sioux  Falls,  South  Dakota 


PHYSICIAN  WANTED 

Wanted  by  group  of  specialists  and  G.P.’s 
in  southern  Missouri  town  of  10,000:  G.P., 
Internist  or  Ob-Gyn  man,  under  40,  willing 
to  work  hard  and  rotate  call.  Ample  time 
off  (5  day  week),  one  week  postgraduate 
study,  4 weeks  vacation.  Salary:  $36,000- 
$50,000,  double  this  after  two  years  and 
become  full  partner.  Reply  to: 

George  C.  Olive,  M.D. 

Sale  Memorial  Hospital  and  Clinic 
1 13  West  Hickory  Street 
Neosho,  MO  64850 


Come  along  with  Leroy  & Edna  Barton 
as  they  RETURN  TO  THE  . . . 

ORIENT 

ON  ANOTHER  DELUXE  TOUR 
STARTING  NOVEMBER  7,  1975 

23  Exciting  Days 

DELUXE  HOTELS 
ALA  CARTE  DINING 
PLUS  SPECIAL  DINNERS 
TRANSPACIFIC  FLIGHTS  VIA 
NORTHWEST  ORIENT  AIRLINES 

Personally  Escorted  from  Sioux  Falls 

FOR  MORE  INFORMATION  AND 
A COLORFUL  BROCHURE 
CONTACT  . . . 

NERVIG  TRAVEL  SERVICE 

319  S.  Phillips.  Sioux  Falls,  S.D.,  (605)  336-1648 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Ave.,  North,  Sioux  Falls,  SD. 
Subscription  $5.00  per  year  500  per  copy 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not  re- 
turned but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  au- 
thor’s name  on  the  back.  Photographs  should  be  clear  and 
distinct.  Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after  publication 
if  requested. 

REPRINTS:  Reprints  should  be  ordered  immediately  fol- 
lowing publication.  Type  left  standing  over  30  days  will 
be  destroyed  and  no  reprint  orders  will  be  taken.  All 
reprint  orders  should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  57104. 
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Recent  national  releases  in  the  newspapers  by  HEW  Secretary,  Casper  W.  Weinberger,  have  stated  that 
the  nation’s  hospitals  have  until  July  1 before  they  must  begin  policing  their  care  of  Medicare  and  Medi- 
caid patients.  This  program  was  described  as  requiring  hospitals  caring  for  the  poor  and  elderly  patients, 
whose  medical  bills  are  paid  by  the  government,  to  establish  internal  committees  to  review,  within  two  days 
after  admission,  the  need  for  hospitalization  of  the  patient  and  the  degree  of  care  provided.  No  mention 
was  made  of  the  AMA  suit  which  won  a preliminary  and  seeks  a permanent  injunction  against  the  regula- 
tions on  the  grounds  that  the  regulations  violate  the  constitutional  rights  of  both  patients  and  physicians.  The 
controversy  will  have  to  be  finalized  by  court  action;  until  then  the  preliminary  injunction  will  be  in  effect. 
Late  in  March  the  Congressional  delegation  from  Oklahoma  met  with  Mr.  Weinberger  to  point  out  the  diffi- 
culty of  implementing  the  rules  in  a rural  hospital.  In  South  Dakota,  whose  physician  population  is  one  of 
the  lowest  in  the  nation,  we  can  ill-afford  to  spend  our  medical  manpower  on  enforcing  government  reg- 
ulations rather  than  caring  for  patients. 

I wish  to  thank  the  Association’s  membership  for  the  opportunity  of  serving  as  president  this  past  year 
with  its  many  challenges  to  the  profession.  Especially  appreciated  is  the  excellent  work  of  Bob  Johnson  and 
his  efficient  staff  at  the  Association’s  office.  To  our  incoming  officers,  we  wish  them  well  for  the  year  ahead 
with  its  sociological,  legal,  financial  and  medical  issues. 

Sincerely, 

Robert  E.  Van  Demark,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Doctor, 

we  owe  you  money. 
Why? 


Because  your  claims  do  not  reach  us  until  an  average  of  29 
days  after  date  of  your  service.  After  that,  it  may  take 
us  a week  or  two  to  process  the  claim  and  make  payment. 

Upon  receipt  of  your  claim.  Blue  Shield's  average  processing 
time  is  7 days. 

Prompt  treatment  was  given  by  you.  Prompt  payment  can  be 
made  to  you,  or  to  your  patient,  if  you  will  send  us  the 
claim  on  the  day  you  last  give  service. 

Help  us  to  help  you.  We  owe  you  money. 


SOUTH  DAKOTA  BLUE  SHIELD 

71 1 North  Lake 
Sioux  Falls,  South  Dakota 
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This  Is  Your 


Medical  Association 


Speakers  at  a recent  heart  semi- 
nar held  in  Rapid  City  included 

R.  J.  Johnson,  M.D.;  H.  S.  Shin- 
ing, M.D.;  O.  M.  Jerde,  M.D.; 
J.  P.  McDonald,  M.D.;  and  Dr. 
and  Mrs.  A.  A.  Lanipert. 

^ ^ ^ ^ 

Peter  O’Brien,  M.D.,  Sioux  Falls, 
spoke  on  "Vascular  Surgery”  at 
the  Madison-Brookings  District 
Medical  Society  meeting. 

* * * * 

The  following  South  Dakota 

physicians  have  been  named 
Diplomates  of  the  American 

Board  of  Family  Practice:  Jerry 
Walton,  M.D.,  Sioux  Falls;  Neil 
Elkjer,  M.D.,  Sioux  Falls;  E.  C. 
Smart,  M.D.,  Belle  Fourche; 
Jerry  Lewis,  M.D.,  Faulkton; 
and  Francis  Pisney,  M.D.,  Mar- 
tin. 

Hi  sjs  ^ 

Peter  Knowles-Sniith,  M.D.,  has 

opened  his  office  for  the  general 
practice  of  medicine  in  Mc- 
Laughlin, South  Dakota.  Dr. 
Knowles-Sniith  is  a native  of 
New  Zealand  and  received  his 
medical  training  there.  He  moved 
to  Canada  in  1970  and  joined 
two  general  practitioners.  He 
served  on  the  staff  of  the  Mental 
Health  Center  in  Brandon,  Mani- 
toba, prior  to  coming  to  Mc- 
Laughlin in  December. 


Wenzel  Kovarik,  M.D.,  Rapid 

City,  was  elected  second  vice- 
president  of  the  West  River 
Mental  Health  Center  during  the 
Center’s  annual  meeting.  A 
special  award  was  presented  to 
J.  D.  Bailey,  M.D.  for  his  sup- 
port for  the  center  since  1955. 

^ ^ ^ ^ 

Lynn  DeMarco,  M.D.,  Sioux 

Falls,  has  been  elected  a mem- 
ber of  the  American  Academy 
of  Allergy  and  a fellow  of  the 
American  Association  of  Clinical 
Immunology  and  Allergy. 

^ ^ ^ ^ 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


E.  H.  Heinrichs,  M.D.,  President 
of  the  Dakota  Affiliate,  Ameri- 
can Heart  Association,  has  an- 
nounced the  following  appoint- 
ments: G.  E.  Tracy,  M.D.,  Water- 
town,  chairman  of  the  Task 
Force  on  Heart  Sound  Screen- 
ing; C.  J.  Clark,  M.D.,  Water- 
town,  chairman  of  the  Task 
Force  to  review  the  Coronary 
Artery  Disease  Screening  Pro- 
gram; and  Jay  Hubner,  M.D., 
Yankton,  member  of  the  Task 
Force  on  Cardiopulmonary  Re- 
suscitation. 

Jfi  % 

The  community  of  Philip  honored 
George  Mangulis,  M.D.  at  an 
open  house  held  at  the  Philip 
Nursing  Home  for  his  20  years  of 
medical  practice  in  that  com- 
munity. 

SfS  5{S 


I.  R.  Salladay,  M.D.,  Fort 
Meade,  died  at  age  81.  He 
was  a graduate  of  Rush  Medi- 
cal College  and  interned  at 
West  Suburban  Hospital,  Oak 
Park,  Illinois.  He  received  his 
South  Dakota  license  in  1926 
and  practiced  for  a number  of 
years  in  Pierre.  Dr.  Salladay 
was  an  honorary  member  of 
the  Pierre  District  Medical 
Society  and  the  South  Dakota 
State  Medical  Association. 
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TAX 

SHELTERS 

There  are  various  forms  of  tax  shelters,  but  only 
one  provides  you  with  these  features 

Cash  Flow  . . . Capital  Gains  . . . Leverage  . . . 
Tax  Loss 

Hedge  Against  Inflation 


Get  a copy  of  our  new  booklet: 

“WHY  IS  REAL  ESTATE  THE  MOST  POPULAR 
TAX  SHELTER?” 


^ Learn  how  tax  shelters  can  work  for  you 

■fa  Learn  how  you  can  eliminate  income  taxes 
through  Limited  Partnership  interests 

Learn  how  leverage  can  work  for  you 

Learn  how  it  affords  you  an  opportunity  for 
capital  gains 

Learn  how  real  estate  is  the  true  hedge  against 
inflation 

This  limited  edition  booklet  is  must  reading  for  the 
astute  businessman  and  professional.  It’s  an  in- 
depth  explanation  of  limited  partnerships  formed 
to  own  apartment  buildings  for  the  special  purpose 
of  TAX  SHELTERED  INVESTMENTS. 


NOTE  . . . This  FREE  copy  of  the  booklet  will  be 
sent  only  to  your  business  address.  No  salesman 
will  call  — this  is  NOT  an  offer  to  sell  Securities. 
There  is  absolutely  no  obligation  with  this  offer  of 
a free  booklet.  Send  this  ad  with  your  name  to: 

PARTNERS  LIMITED 

CHARLES  W.  PETERSEN 
P.0.  Box  220  — Yankton,  South  Dakota  57078 


□ Please  send  booklet  to: 

Name I 

Address  | 

Telephone  Profession  | 

1 
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CERVICAL  SPINE  INJURIES  (AUTOMOBILE)  WITH 
NORMAL  X-RAYS,  LATER  SUBLUXATION 


by 

Robert  E.  Van  Demark,  M.D. 
Sioux  Falls,  South  Dakota 


ABSTRACT 

Injuries  to  the  cervical  spine  may  result  in  soft  tissue  or 
bony  disruption,  permitting  temporary  displacement  which 
spontaneously  reduces.  Roentgenograms  in  the  routine  po- 
sitions may  be  entirely  normal  for  bone  and  joint  pathology  . 
Neurological  findings  may  or  may  not  he  abnormal.  Later 
positional  or  gravitational  effects  may  occur  at  the  site  of 
soft  tissue  injury  with  the  development  of  positive  roentgeno- 
graphic  findings.  Two  illustrative  cases,  with  discussion  of 
pertinent  facts,  are  presented. 

Injuries  to  the  cervical  spine  as  a result  of  auto- 
mobile accidents  may  present  a real  problem  to  the 
physician  who  is  called  upon  to  see  the  patient. 
Usually  the  x-rays  are  not  diagnostic  of  any  bony 
injury.  Nevertheless,  extensive  soft  tissue  injury  may 
be  present.  Even  though  the  x-rays  are  of  excellent 
quality,  the  dislocation  or  fracture  may  have  reduced 
spontaneously.  Marar0  in  reporting  45  cervical  cord 
injuries  found  normal  roentgenograms  in  10  patients 
of  this  neurologically  involved  group;  he  concludes 
there  is  a spontaneous  reduction  of  the  displacement 
due  to  the  elasticity  of  the  soft  tissues,  so  that  disc 
space  disruption  or  fracture  may  not  be  seen  on  the 
ordinary  roentgenograms. 

These  points  are  well  illustrated  in  the  following 
cases. 

CASE  REPORTS 

Case  I. 

A white  male,  age  17.  was  seen  on  September  13. 
1973,  with  complaints  of  muscles  tightening  up  in  the 
neck.  He  stated  that  on  August  2,  1973,  a car  backed 
up  and  the  bumper  hit  him  in  the  back  of  the  head. 
At  the  time  he  was  in  a sleeping  bag — a most  un- 
usual place  for  injury.  He  was  seen  by  his  family 
doctor  who  had  x-rays  taken  which  were  normal 
(Fig.  1)  and  reported  as  such  by  the  radiologist. 
Patient  was  treated  in  traction,  given  muscle  relax- 
ants  and  was  dismissed  from  the  hospital  in  a much 
improved  condition.  His  condition  became  in- 
creasingly painful  but  not  enough  to  keep  him  from 
playing  football. 

No  subsequent  injury  had  occurred. 


Figure  1 

X-rays  taken  at  the  time  of  the  patients  original  injury 
showed  no  evidence  of  bony  displacement  or  injury.  They 
had  been  reported  negative  on  roentgenographic  examina- 
tion. Retrospective  review  of  all  the  films  collaborated  this 
opinion. 

Physical  examination  at  this  time  was  not  re- 
markable except  for  limitation  of  motion  in  the 
lower  cervical  spine  with  some  forward  thrust  of 
the  head.  X-rays  showed  a subluxation  between  the 
6th  and  7th  cervical  vertebra  (Fig.  2)  which  was  in- 
creased by  forward  flexion  of  the  spine  (Fig.  3). 

The  patient  was  hospitalized  and  Vinke  skeletal 
tongs  applied  with  excellent  reduction  of  the  disloca- 
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Figure  2 


Lateral  view  of  the  cervical  spine  showing  the  subluxation 
between  C6-7.  Neurological  examination  was  negative  on 
both  the  upper  and  lower  extremities.  Patient  had  been 
playing  football. 


Figure  3 


Flexion  x-rays  show  an  increase  of  forward  displacement 
between  the  5th  and  6th  cervical  vertebra. 


tion.  This  was  then  maintained  by  open  reduction 
with  wiring  and  bone  graft  of  the  intervening  area  be- 
tween the  lamina  and  the  spinous  processes  of  the  6th 
and  7th  cervical  vertebra.  Good  reduction  has  been 
maintained  to  date  (Fig.  4)  and  the  patient  is  entirely 
free  of  pain  in  his  neck.  There  is  no  significant  re- 
striction in  his  neck.  It  is  anticipated  the  long  term 
result  will  be  good. 


Figure  4 

Lateral  x-ray  following  reduction,  wiring  and  bone  grafting 
with  iliac  bone  to  prevent  recurrent  displacement.  At  opera- 
tion the  ligamentous  structures  between  the  two  vertebra 
were  found  to  have  been  completely  disrupted.  Preliminary 
skeletal  traction  with  Vinke  tongs  resulted  in  prompt  reduc- 
tion of  the  dislocation. 

Case  II. 

A white  male,  age  18,  was  seen  on  August  10, 
1966,  with  complaints  of  pain  in  the  upper  neck 
area  following  an  injury  on  August  4,  1966,  when 
he  was  a passenger  in  a car  which  was  hit  from  be- 
hind. He  gave  a previous  history  that  in  April,  1965, 
he  had  been  involved  in  a one  car  accident  and  suf- 
fered a fracture  of  the  odontoid  and  wore  a brace 
following  which  the  fracture  healed  and  his  last  x-ray, 
AP  and  lateral  of  the  cervical  spine,  was  reported  by 
the  radiologist  “No  fracture  line  or  displacement  can 
be  demonstrated  on  the  present  examination”.  The 
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patient  had  gotten  along  well  until  the  present  acci- 
dent. 

Physical  examination  not  remarkable  except  for 
slight  restriction  of  right  lateral  flexion  of  the  cervical 
spine.  Reflexes  were  normal  and  there  was  no  evi- 
dence of  any  neural  involvement.  Routine  AP  and 
lateral  x-rays  were  not  remarkable  (Fig.  5).  Lat- 
eral flexion  x-ray,  (Fig.  6)  however,  showed  3/8" 
abnormal  shift  of  the  odontoid  forward  on  the  body 
of  the  2nd  cervical  vertebra  on  forward  flexion.  On 
October  3,  1966,  the  patient  underwent  an  open  re- 
duction and  internal  fixation  with  iliac  bone  graft 
followed  by  application  of  a Minerva  type  cast  which 
was  worn  for  a period  of  approximately  three  months 
following  which  x-rays  showed  bony  fusion  in  good 
position  (Fig.  7).  Patient  has  a functional  range  of 
neck  motion  with  slight  limitation  of  rotation. 


Figure  7 

Result  following  posterior  fusion  of  Cl-2  cervical  vertebrae. 

DISCUSSION 


Figure  5 

Lateral  and  anteroposterior  open  mouth  x-rays  were  not  re- 
markable and  were  reported  “No  fracture  line  or  displace- 
ment can  be  demonstrated  on  the  present  examination”. 


Figure  6 

Lateral  flexion  view  showing  abnormal  shift  of  the  odontoid 
forward  in  relation  to  the  axis. 


Most  patients  seen  in  the  emergency  room  with 
neck  injury  are  of  three  types:  (1)  ambulatory  pa- 
tients with  complaints  of  neck  pain  but  with  a rela- 
tively satisfactory  range  of  motion;  (2)  non-ambula- 
tory patients  with  complaints  of  severe  neck  pain  and 
restricted  motion  which  may  involve  the  extremities; 
and  (3)  the  severely  injured  patient  often  como- 
tose,  in  which  the  neck  injury  is  one  of  several  in- 
juries and  may  be  easily  over-looked.  Prompt  exami- 
nation of  the  patient  should  include  the  range  of  gen- 
tle active  (only)  motion  and  the  reflex,  motor  and 
sensory  examination  of  the  trunk  and  extremities. 

All  three  types  of  neck  injuries  should  have  rou- 
tine AP  and  lateral  views  of  the  cervical  spine.  The 
lateral  view  is  usually  more  revealing  than  the  an- 
teroposterior view.  Difficulty  may  be  encountered  in 
the  extremely  muscular  individuals  to  show  the  lat- 
eral lower  cervical  spine  if  traction  on  the  upper 
extremities  is  not  possible.  The  oblique  (“swim- 
mers”) view  may  be  helpful  if  the  patient’s  condi- 
tion permits.  In  the  lateral  view,  the  important  points 
to  check  are  the  posterior  margins  of  the  vertebral 
bodies  which  should  coincide  with  each  other  and 
the  posterior  margin  of  the  odontoid  process,  the 
bony  outlines  of  the  vertebral  bodies,  facets  and 
spinous  processes,  and  the  position  of  the  posterior 
arch  of  the  atlas  approximately  midway  between 
the  occiput  and  the  spinous  process  of  the  axis. 

The  examining  physician,  after  carefully  review- 
ing the  routine  views,  may  then  wish  to  have  addi- 
tional views  taken  under  his  supervision,  including 
the  open-mouth  anteroposterior  view  of  the  odontoid, 
the  Waters  view  to  show  the  odontoid,  obliques, 
flexion  and  extension,  as  well  as  pillar  views  to  show 
the  lateral  masses.  No  views  should  be  ordered  which 
could  be  hazardous  under  the  circumstances  of  the 
patient. 
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Every  severely  injured  patient  should  always  have 
a scout  lateral  of  the  cervical  spine  in  addition  to 
skull,  chest  and  any  other  indicated  x-rays. 

Severe  neurological  involvement  in  the  presence 
of  normal  roentgenographic  findings  should  always 
arouse  a high  degree  of  suspicion  of  a previously 
displaced  and  reduced  cervical  spine  injury.  The  only 
suggestive  clue  in  such  a case  is  a localized  retro- 
pharyngeal swelling  as  a result  of  hemorrhage  and 
edema.  With  reference  to  case  II,  in  addition  to 
the  transverse  ligament  of  the  atlas,  the  latter  is 
bound  to  the  axis  by  the  cruciform,  alar  and  apical 
ligaments  as  well  as  the  lateral  articular  capsules, 
each  of  which  may  rupture.  Ligamentous  injury  al- 
lows displacement  of  the  atlas  on  the  axis  so  that 
the  distance  between  the  arch  of  the  atlas  and  the 
adontoid  process  may  exceed  the  normal  finding  of 
three  millimeters.4 

Late  myopathy  may  occur  in  ununited  fractures 
of  the  odontoid1  and  for  this  reason  all  ununited 
fractures  should  be  treated  with  fusion  of  the  1st 
and  2nd  cervical  vertebrae. 
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SDAFP 

MEMORIAL  MERIT 
SCHOLARSHIP 
INFORMATIONAL  DATA 

Former  Award:  SDAFP  Family  Practice  Memorial 

Award,  prior  to  1975.  Discontinued. 

1.  This  award  was  dedicated  to  former  SD  Chapter, 
AAFP  members,  now  deceased,  who  served 
their  Academy  well  for  many  years. 

2.  This  award  was  presented  to  a SD  resident,  a 
student  in  the  first  or  second  year  at  the  USD 
School  of  Medicine. 

3.  This  award  was  based  upon  scholarship  and  need. 

4.  This  award  was  a tuition  award. 

New  Award:  SDAFP  Memorial  Merit  Scholarship, 

effective  1 975-76  academic  year. 

1.  This  award  shall  be  known  as  The  SDAFP  Me- 
morial Merit  Scholarship,  and  dedicated  to  for- 
mer SDAFP  members,  now  deceased,  who 
served  their  Academy  well  for  many  years. 

2.  This  award  is  to  be  a $1,000  tuition  scholarship 
(no  fees)  beginning  with  the  1975-76  academic 
year. 

3.  The  award  is  to  go  to  a resident  of  SD,  at- 
tending the  last  two  years  of  medical  school  at 
USD  School  of  Medicine. 

4.  The  recipient  is  expected  to  have  a professed 
interest  in  entering  family  practice  in  SD. 

5.  This  award  is  expected  to  be  based  upon  need, 
and  possibly  upon  scholarship,  but  not  neces- 
sarily upon  scholarship. 

6.  A special  SDAFP  committee  has  been  charged 
with  developing  the  criteria  and  carrying  out  the 
application  and  review  process  necessary  in  ar- 
riving at  a decision. 

7.  Applications  for  this  award  will  be  made  by 
students  wishing  to  be  considered.  The  applica- 
tion form  to  be  used  has  been  developed  by  the 
SDAFP  committee  and  is  available  at  the  USD 
Medical  School  Office  in  Vermillion. 


8.  Personal  interview  may  be  a part  of  the  selection 
process. 

9.  This  award  need  not  be  given  annually,  at  the 
discretion  of  the  selection  committee.  It  may  be 
awarded  to  a third  or  fourth  year  student,  and 
it  may  be  awarded  to  the  same  student  during 
the  third  and  fourth  year,  on  an  annual  basis,  if 
so  selected  by  the  committee,  upon  yearly  appli- 
cation. 

10.  This  award  shall  be  made  at  the  beginning  of 
each  academic  year,  if  granted  yearly,  upon 
completion  of  the  selection  process.  The  name 
of  the  award  recipient  shall  be  announced 
by  the  SDAFP  at  an  appropriate  time.  This  an- 
nouncement will  be  given  to  the  USD  School 
of  Medicine. 

1 1.  The  completed  application  forms  and  committee 
evaluation  forms  remain  the  property  of  SDAFP. 
12.  This  award  shall  be  financed  entirely  by 
SDAFP.  Payment  for  this  scholarship  shall  be 
made  payable  to  USD,  in  the  name  of  the  re- 
cipient, to  be  used  as  a $1,000  tuition  scholar- 
ship. 

The  first  SDAFP  Memorial  Merit  Scholarship  will 
be  presented  to  the  recipient  at  the  Chapter  luncheon 
on  Saturday,  May  31,  1975,  during  the  South  Da- 
kota State  Medical  Association  convention  in  Sioux 
Falls.  This  luncheon  will  be  held  at  1:00  p.m.  in 
the  International  Room  East  at  the  Holiday  Inn 
Downtown.  Please  attend. 


Four  chapter  members  attended  the  annual  State 
Officers  Conference,  AAFP,  in  Kansas  City,  April 
19-20.  Those  attending  were  State  President  Wenzel 
Kovarik  of  Rapid  City,  President-Elect  Richard 
Friess  of  Sioux  Falls,  State  Vice-President  Matt 
Langenfeld  of  Spearfish  and  L.  H.  Amundson,  Secre- 
tary-Treasurer, of  Sioux  Falls.  These  state  officers 
have  your  best  interests  at  heart — and  they  need 
your  input. 
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We  sincerely  appreciate  the  participation  of  these  "Sponsors”  in  our  94th  Anmial  Meeting. 
Plan  now  to  attend! 


Letters  To  The 
Editor 

I attended  the  1975  National  SAMA  Convention 
as  the  Delegate  representing  our  Medical  School.  I 
am  pleased  to  report  that  the  two  alternate  delegates 
and  1 had  a very  enjoyable  time,  as  well  as  an  in- 
formative one. 

I am  sure  that  the  students  benefited  from  our  at- 
tendance at  the  convention.  I wish  to  thank  you 
for  your  monetary  contribution  to  help  defray  the 
expenses  incurred  while  in  attendance. 

Please  extend  our  thanks  to  the  members  of  the 
State  Medical  Association. 

Sincerely, 

Audrey  L.  Adams 

Vermillion,  S.D. 


Again,  this  year  I am  compiling  a Biting  Insect 
Summary  and  would  appreciate  any  case  reports  of 
unusual  allergic  reactions  to  biting  insects,  i.e.,  mos- 
quitoes, fleas,  gnats,  kissing  bugs,  bedbugs,  chiggers, 
black  flies,  horseflies,  sandflies,  deerflies,  etc. 

I would  like  physicians  to  supply  me  with  case 
reports  of  those  patients  who  have  had  unusual  re- 
actions to  such  insects.  Include  in  your  reports,  the 
type  of  reactions  and  complications,  if  any,  the  age, 
sex,  and  race  of  the  patient,  the  site  of  the  bite(s), 
the  season  of  the  year,  the  immediate  symptoms,  the 
skin  test  results,  desensitization  results,  if  any,  and 
any  associated  other  allergies.  Send  this  information 
to  the  following  address — 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 
Asheville,  N.C.  28801 

Thank  you  for  your  assistance. 

Sincerely, 

Claude  A.  Frazier,  M.D. 


KREISER  SURGICAL  INC. 

Phone  336-1 155  21  st  & Minnesota,  Sioux  Falls  Rapid  City  Ph.  342-2773 

"YOUR  HOME-CARE  CENTER" 


Wheelchairs,  Walkers,  Hospital  Beds,  Canes, 
Crutches,  Traction  Equipment,  IPPB  Machines, 
Raised  Toilet  Seat,  Bathtub  Rails  & Benches, 
Commodes,  Geriatric  Chairs,  Surgical  Dressings,  | 
Colostomy  Supplies,  Whirlpool  Baths,  Incontinent  1 
Pants,  Trusses,  Lumbosacral  Supports,  Moist  Heat  II 
Packs  
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Editorial 


THE  CURRENT  MEDICAL  STUDENT  LOAN  SITUATION 


by 

Warren  L.  Jones,  MD 


Since  there  has  been  a decline  in  the  availability  of 
medical  student  loans  and  a greater  numerical  and 
monetary  demand  will  soon  be  upon  us,  it  is  time  we 
responsible  and  interested  South  Dakota  physicians 
be  apprised  of  the  current  loan  situation  in  our 
state. 

Heretofore,  there  have  been  several  sources  of 
loan  monies  for  South  Dakota  medical  students;  1) 
Federal  matched  funds,  the  federal  source  of  which 
is  year  by  year  declining,  and  will  be  completely  void 
in  two  more  years.  The  students  who  have  received 
these  funds  in  the  past  have  been  at  the  freshman  and 
sophomore  level;  therefore  the  payback  interval  is 
much  prolonged,  and  the  cycling  of  any  volume  of 
money  through  this  source  has  dwindled  remarkably 
for  these  reasons.  In  addition,  even  though  we  are 
going  on  to  a four-year  medical  school  program,  our 
federal  source  of  matched  funds  will  not  change. 
This  source  of  medical  student  loans,  although  still 
present,  will  hardly  take  care  of  a small  portion  of 
the  need  in  the  future.  2)  Federal  funds  available 
under  Public  Health  Service  School  Programs  has  as 
a total  fund  been  depleted  and  is  eighteen  months  in 
arrears,  and  there  is  no  foreseeable  hope  of  financial 
help  from  this  source.  3)  The  South  Dakota  State 
Health  Professions  Loan  Program  which  has  been 
an  appreciable  source  of  loan  monies  for  South 
Dakota  students  for  the  past  several  years  will  no 
longer  be  available  for  medical  students,  having  been 
deleted  in  this  current  legislative  session  for  medical 
students.  4)  The  AMA  Medical  Student  Loan  Fund 


is  simply  a countersign  at  a local  bank  at  the  prime 
rate  of  interest,  and  the  interest  begins  to  accrue  at 
the  time  of  receiving  the  funds.  For  some  of  our 
medical  students  this  will  continue  to  be  a source  of 
loan  funds;  whereas  others  will  find  this  either  not 
available  or  impossible  to  comply  with.  5)  The 
Medical  School  Endowment  Association  has  availed 
its  funds  for  South  Dakota  medical  students  for  many 
years,  and  this  source  of  loan  funds  has  been  ex- 
tended in  the  last  couple  years  to  $1,000  per  year 
for  a total  of  four  years,  at  a very  reasonable  rate  of 
6%.  Heretofore,  we  have  limited  the  total  amount 
of  the  student’s  loan,  and  will  continue  to  do  so,  but 
may  have  to  increase  the  limits  in  certain  special 
cases. 

I am  told  that  the  Medical  School  Endowment 
Association  can  withstand  a rather  heavy  call  for 
loan  funds  from  the  medical  students  for  a limited 
period  of  time,  and  therefore  appeal  to  the  physicians 
of  South  Dakota  to  increase  their  contributions.  It 
is  hoped  that  the  previous  $100  contributors  will 
increase  their  giving  to  perhaps  $500  or  $1000  per 
year,  and  that  $50  contributors  will  increase  their 
contributions  to  $250  to  $500  per  year,  etc.  We  will 
need  this  type  of  increase  in  physician  interest  and 
response  in  order  to  keep  pace  with  the  new  medical 
student  loan  demands.  It  would  appear  that  the 
South  Dakota  Medical  School  Endowment  Associa- 
tion will  have  to  step  forward  and  carry  the  brunt 
of  the  load  for  many  of  our  medical  students. 


MAY  1 9 7 5 


39 


SOUTH  DAKOTA  MEDICAT 
SCHOOT  ENDOWMENT  ASSOCIATION 


The  USD  School  of  Medicine  in  Vermillion,  is  expanding.  More 
South  Dakota  students  will  receive  their  entire  medical  education 
inside  the  borders  of  our  State. 

The  School  needs  the  support  and  interest  of  every  doctor  in 
South  Dakota. 


Show  your  enthusiasm  and  endorsement  by  financially  assisting 
the  Endowment  Association. 


Our  aim  is  to  provide  help  and  backing  to  the  Medical  School 
and  its  students  whenever  it  would  be  to  the  benefit  of  medical 
education  in  South  Dakota. 

We  need  your  cooperation  and  participation  to  fulfill  these  goals. 


Won’t  you  send  your  check*  today  to: 


SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 

ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 

*Contributions  are  tax  deductible 
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SOUTH  DAKOTA 


11:00  A.M. 

Saturday,  February  8,  1975 


MINUTES  OF  THE  COUNCIL  MEETING 


Ramada  Inn 
Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  by  Dr.  Lushbough, 
Council  Chairman,  at  11:15  a.m.  Those  present  for  roll  call 
were  Doctors  R.  E.  Van  Demark,  G.  E.  Tracy,  Fred  Leigh, 
A.  P.  Reding,  R.  H.  Quinn,  Bruce  Lushbough,  John  Gregg, 
T.  H.  Sattler,  G.  Robert  Bartron,  C.  L.  Swanson,  Harvard 
Lewis,  B.  J.  Begley,  Warren  Jones,  P.  K.  Aspaas,  Duane 
Reaney,  R.  H.  Harris,  R.  G.  Nemer,  A.  J.  Barrett,  James 
Ryan,  Commission  Chairmen,  J.  F.  Barlow,  M.  D..  B.  C. 
Gerber,  M.  D.  and  James  Larson,  M.  D.,  and  student  rep- 
resentative, Larry  Weitzenkamp.  Also  in  attendance  were 
H.  Russell  Brown,  M.  D.  and  Jack  Mobley,  M.  D. 

Dr.  Lushbough  introduced  Dr.  Mobley,  the  Associate 
Dean  of  the  Medical  School,  to  the  Councilors. 

Dr.  Gregg  moved  that  the  Council  accept  the  minutes 
of  the  previous  meeting  of  the  Council  and  the  minutes 
of  the  Executive  Committee  as  printed.  The  motion  was 
seconded  by  Dr.  Swanson  and  carried. 

The  Council  considered  the  report  of  the  Chiropractic 
Task  Force.  Dr.  Leigh  moved  that  the  Council  accept  the 
report  of  the  Chiropractic  Task  Force.  The  motion  was 
seconded  by  Dr.  Lewis  and  carried. 

The  Council  considered  the  request  of  the  Aberdeen 
District  Medical  Society  to  seat  W.  B.  Odland,  M.  D.  as 
Councilor  to  replace  David  Seaman,  M.  D.  who  resigned. 
Dr.  Tracy  moved  that  the  Council  seat  Dr.  Odland  as 
Councilor.  The  motion  was  seconded  by  Dr.  Reaney  and 
carried.  Dr.  Tracy  moved  that  the  Council  seat  Dr.  Gran- 
ville Steele  as  Alternate  Councilor  from  the  Aberdeen 
District.  The  motion  was  seconded  by  Dr.  Reaney  and  car- 
ried. 

Dr.  Swanson  moved  that  the  Council  grant  honorary  life 
membership  to  M.  M.  Morrissey,  M.  D.  The  motion  was 
seconded  by  Dr.  Begley  and  carried. 

Dr.  Lewis  moved  that  the  Council  grant  honorary  life 
membership  to  Rudolph  Avotins,  M.  D.  The  motion  was 
seconded  by  Dr.  Tracy  and  carried. 

Dr.  Begley  moved  that  the  Council  grant  honorary  life 
membership  to  Stephen  Kahler,  M.  D.  The  motion  was  sec- 
onded by  Dr.  Aspaas  and  carried. 

Mr.  Johnson  gave  a brief  report  on  the  Foundation  for 
Medical  Care.  He  stated  that  the  Foundation  Planning 
Grant  was  extended  from  January  1,  1975  to  March  31, 
1975,  and  that  the  Conditional  Grant  application  has  been 
filed.  A discussion  was  held  concerning  the  transfer  of  the 
State  Medical  Association’s  Utilization  and  Insurance  Re- 
view Committee  to  the  Foundation.  After  considerable  dis- 
cussion Dr.  Begley  moved  that  this  matter  be  tabled.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried. 

Dr.  Tracy  reported  on  the  College  Health  Task  Force. 
He  indicated  that  a subcommittee  is  gathering  information 
on  college  health  services  and  that  the  entire  committee 
would  meet  in  the  near  future  to  consider  all  material  and 
information  available  at  that  time.  Following  that  meeting 
a report  will  be  made  to  the  Council. 

Mr.  Johnson  discussed  the  thermography  screening  pro- 
gram with  particular  reference  to  the  method  utilized  for 
contacting  positive  patients.  Following  a lengthy  discussion 
Dr.  Begley  moved  that  this  matter  be  referred  to  the 
Commission  on  Scientific  Medicine  for  continuing  study. 
The  motion  was  seconded  by  Dr.  Swanson  and  carried. 

Mr.  Johnson  briefly  discussed  legislative  matters  of  con- 
cern to  physicians.  He  outlined  four  bills  which  he  hopes 
will  be  introduced  into  the  legislative  session  regarding 
professional  liability.  Briefly,  the  bills  are  as  follows:  1) 
Authorize  the  Insurance  Commissioner  to  force  all  casualty 
underwriters  in  South  Dakota  to  fund  a pool  which  would 


then  provide  liability  coverage  to  South  Dakota  physicians 
who  are  unable  to  obtain  this  coverage  in  any  other  way. 
2)  Limit  the  liability  of  physicians  to  twelve  months  from 
the  date  of  discovery  and  no  more  than  five  years.  3)  Pro- 
vide immunity  for  peer  review  physicians  who  may  work 
with  malpractice  underwriters  in  evaluating  cases.  4)  Force 
suits  for  general  relief  and  not  for  a specified  dollar  amount. 
A discussion  was  held  concerning  a public  relations  pro- 
gram regarding  professional  liability  coverage.  Dr.  Leigh 
recommended  that  the  executive  office  contact  the  Medi- 
cal-Legal Committee  of  the  Bar  Association  and  offer  to 
meet  with  them  to  discuss  malpractice  problems.  Dr.  Leigh 
moved  that  the  Council  direct  Mr.  Johnson  to  introduce 
the  four  proposed  bills  concerning  professional  liability. 
The  motion  was  seconded  by  Dr.  Swanson  and  carried. 
The  Councilors  were  urged  to  contact  their  local  legislators 
regarding  these  proposed  bills  and  urge  their  support. 

The  meeting  adjourned  for  lunch  at  12:30  and  recon- 
vened at  1:30. 

Dr.  Mobley  gave  a brief  report  on  the  status  of  the 
Medical  School.  He  stated  that  the  School  has  received 
provisional  accreditation  and  that  interviewing  is  continuing 
for  the  various  department  heads. 

Mr.  Johnson  reviewed  a letter  received  from  the  Phar- 
maceutical Association  concerning  a bill  to  be  introduced 
during  the  1975  legislature  which  would  restrict  the  dis- 
tribution of  sample  drugs.  He  stated  that  the  bill  has  been 
amended  from  that  originally  proposed.  Dr.  Swanson 
moved  that  the  Council  endorse  the  bill  as  amended  which 
reads,  “No  manufacturer  of  medications  or  other  health  care 
products,  or  his  representative,  shall  distribute  legend  pre- 
scription drug  samples,  in  any  way  to  physicians,  dentists, 
podiatrists,  veterinarians,  or  pharmacists  in  the  State  of 
South  Dakota,  unless  requested  in  writing  to  the  manufac- 
turer or  his  agent  for  a specific  medication  at  a specific 
time.”  The  motion  was  seconded  by  Dr.  Ryan  and  carried. 

Mr.  Johnson  briefly  reviewed  the  proposed  budget  for 
1975-76  and  the  report  of  the  Budget  and  Audit  Committee. 
Dr.  Leigh  moved  that  the  Council  accept  the  report  of  the 
Budget  and  Audit  Committee.  The  motion  was  seconded  by 
Dr.  Swanson  and  carried. 

Three  nominations  were  received  for  the  Community 
Service  Award  and  three  nominations  were  received  for 
the  Distinguished  Service  Award.  These  nominations  will 
be  referred  to  the  Committee  of  past  recipients  for  review 
and  recommendation  and  will  then  be  voted  on  by  the 
Council  at  the  April  meeting.  The  recipients  will  be  pre- 
sented with  their  awards  during  the  banquet  to  be  held  dur- 
ing the  annual  meeting.  Dr.  Lushbough  designated  the  same 
people  who  served  on  the  select  committee  last  year  to  serve 
this  year. 

Mr.  Johnson  reported  on  the  progress  of  the  Relative 
Value  Study  and  reviewed  the  recommendation  of  the 
Committee  Chairman  regarding  the  distribution  and  cost  of 
the  new  study.  Dr.  Lewis  moved  that  each  member  of  the 
State  Medical  Association  receive  one  copy  of  the  Relative 
Value  Study  at  no  charge  and  additional  copies  at  cost.  The 
motion  was  seconded  by  Dr.  Barrett  and  carried.  Dr.  Swan- 
son moved  that  all  others  receive  the  Relative  Value  Study 
at  a charge  of  $25  each.  The  motion  was  seconded  by 
Dr.  Lewis  and  carried.  Dr.  Begley  moved  that  requests  for 
the  Relative  Value  Study  from  other  than  physicians  or 
third  parties  be  referred  to  a committee  appointed  by  the 
president  for  approval.  The  motion  was  seconded  by  Dr. 
Reaney.  Motion  failed;  Ayes— -8,  Nays — 10. 

Dr.  Brown,  Chairman  of  the  State  Utilization  and  In- 
surance Review  Committee,  reported  on  the  activities  of 
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that  committee  for  the  Councilors’  information.  Dr.  Quinn 
moved  that  the  Council  commend  Dr.  Brown  and  the  mem- 
bers of  the  State  Utilization  and  Insurance  Review  Com- 
mittee for  their  diligent  work.  The  motion  was  seconded  by 
Dr.  Jones  and  carried. 

The  Council  considered  the  location  for  the  next  Coun- 
cil meeting  to  be  held  April  19.  Dr.  Bartron  moved  that 
the  April  meeting  be  held  in  Sioux  Falls.  The  motion  was 
seconded  by  Dr.  Reding  and  carried. 

The  Council  considered  physicians  for  recommendation 
to  the  Governor  for  appointment  to  the  State  Board  of 
Medical  and  Osteopathic  Examiners  for  the  term  of  R.  C. 
Jahraus,  M.  D.  which  expires  July  1,  1975.  Dr.  Sattler 
moved  that  the  Association  submit  the  name  of  R.  C. 
Jahraus,  M.  D.  to  the  Governor  as  first  choice  for  re- 
appointment. The  motion  was  seconded  by  Dr.  Aspaas 
and  carried.  Dr.  Reding  moved  that  the  Association  submit 
the  name  of  Anton  Petres,  M.  D.  to  the  Governor  as  second 
choice  for  appointment.  The  motion  was  seconded  by 
Dr.  Leigh  and  carried.  Dr.  Ryan  moved  that  the  Associ- 
ation submit  the  name  of  L.  M.  Linde,  M.  D.  to  the  Gov- 
ernor as  third  choice  for  appointment.  The  motion  was 
seconded  by  Dr.  Tracy  and  carried.  Dr.  Bartron  recom- 
mended to  the  Council  that  the  State  Board  of  Medical 
and  Osteopathic  Examiners  have  representation  on  the 
Council  on  a continuing  basis.  It  was  the  Council’s  feeling 
that  at  such  time  as  a Board  member  is  not  seated  as  a 
member  of  the  Council,  a member  of  the  State  Board  of 
Medical  and  Osteopathic  Examiners  who  is  a member  of 
the  State  Medical  Association  be  invited  to  attend  Council 
meetings  as  a liaison  representative. 

The  Council  considered  the  report  of  the  Long  Range 
Planning  Committee.  Dr.  Aspaas  moved  that  the  Council 
accept  the  report  of  the  Long  Range  Planning  Committee. 
The  motion  was  seconded  by  Dr.  Ryan  and  carried. 

Dr.  Tracy  and  Dr.  Van  Demark  discussed  the  AMA 
Portland  meeting  with  particular  regard  to  the  AMA's 
financial  condition  and  the  House  of  Delegates’  overruling 
the  Board  of  Trustees’  action  to  eliminate  certain  com- 
mittees and  councils  of  the  AMA. 

Mr.  Johnson  briefly  reviewed  the  government’s  maximum 
allowable  cost  proposal  for  prescription  drugs  for  the 
Council’s  information.  Physicians  were  urged  to  write  di- 
rectly to  the  Department  of  Health,  Education  and  Welfare, 
Food  and  Drug  Department,  voicing  their  opinion  on  this 
particular  proposal. 

Dr.  Ryan  commented  on  SoDaPAC  and  urged  physicians 
to  join.  He  urged  physicians  to  work  on  improving  relations 
with  congressional  delegates  from  South  Dakota  and  he 
urged  SoDaPAC  to  become  involved  more  in  local  cam- 
paigns. 

Dr.  Sattler  discussed  the  health  planning  legislation 
passed  by  Congress  which  will  allow  the  Governor  to  ap- 
point a Health  Service  Agency  for  the  state  of  South 
Dakota.  This  Health  Service  Agency  will  include  the  medical 
school,  residency  programs,  hospitals,  licensure,  etc.  Indica- 
tions are  that  South  Dakota  will  have  one  Health  Service 
Agency,  and  the  Advisory  Group  of  RMP-CHP  has  been 
urged  to  apply  for  this.  According  to  law  the  Health 
Service  Agency  must  be  51  percent  consumers.  This  was 
provided  for  the  Council’s  information  only. 

Dr.  Leigh  gave  an  update  on  the  Huron  court  case  and 
stated  they  expect  a ruling  from  the  judge  any  day.  He 
stated  that  a citizens  committee  made  up  of  members  of 
the  Huron  Chamber  of  Commerce  have  reviewed  the 
problem  and  recommended  a committee  for  arbitration. 
The  Medical  Staff  has  agreed  to  this  recommendation; 
however,  to  date  agreement  has  not  been  received  from 
the  hospital.  Dr.  Leigh  requested  that  the  Association  lend 
financial  assistance  if  this  case  is  appealed.  Mr.  Johnson 
indicated  that  if  the  Association  supports  the  Medical  Staff 
as  an  amicus  curiae,  the  cost  will  be  approximately  $1,000. 


and  if  the  Association  joins  the  Medical  Staff  in  the  appeal, 
the  cost  will  be  approximately  $3,000 — $4,000.  Dr.  Bartron 
moved  that  this  decision  be  left  to  the  discretion  of  the 
Executive  Committee  when  more  information  is  available. 
The  motion  was  seconded  by  Dr.  Tracy  and  carried. 

Mr.  Johnson  briefly  reviewed  the  AMA  Hawaii  conven- 
tion to  be  held  in  December  1975,  and  stated  that  group 
rates  are  available  through  the  North  Central  Medical 
Conference.  He  requested  that  any  physician  interested  in 
attending  this  meeting  notify  the  executive  office  within 
ten  days  so  appropriate  reservations  can  be  made  through 
North  Central. 

Mr.  Johnson  read  the  list  of  openings  on  the  AMA 
Committees  and  Councils  and  requested  that  nominations 
for  these  positions  be  submitted  to  the  executive  office 
along  with  biographical  information,  for  transmission  to 
the  AMA  prior  to  the  April  1 deadline. 

Dr.  Gregg  reported  that  Dean  Wegner  met  with  the 
Indian  Service  Unit  Directors  in  Aberdeen  recently  and 
discussed  problems  relating  to  health  care  for  Indians.  He 
read  a resolution  adopted  at  that  meeting  for  the  Council’s 
information:  “The  Clinical  Directors  wish  to  recognize  that 
the  University  of  North  Dakota  and  the  University  of 
South  Dakota  Medical  Schools  are  in  the  process  of  devel- 
oping resources  that  can  complement  the  resources  of  the 
IHS  with  a significant  potential  of  improving  the  quality 
of  health  care  to  Indian  people  in  each  state;  further,  that 
the  IHS  has  an  organization  and  resources  that  can  comple- 
ment and  enhance  the  breadth  and  quality  of  medical 
education  at  the  medical  schools;  therefore,  the  Clinical 
Directors  strongly  recommend  that  the  Indian  Health  Area 
Director  initiate  a mutual  dialogue  between  IHS  staff  (in- 
cluding representation  from  the  Clinical  Directors)  and  the 
medical  school  administration  to  explore  areas  of  mutual 
cooperation,  recognizing  that  the  long  range  goal  is  likely 
to  justify  significant  compromise  by  both  parties  in  areas 
of  disagreement.” 

Dr.  Begley  discussed  the  possibility  of  having  a program 
for  preceptors  on  Thursday  afternoon  prior  to  the  annual 
meeting.  This  would  be  for  those  going  into  the  fourth 
year  preceptor  program.  Dr.  Leigh  moved  that  this  program 
be  arranged  for  May  29  at  the  Holiday  Inn,  Sioux  Falls. 
The  motion  was  seconded  by  Dr.  Sattler  and  carried. 

Dr.  Bartron  discussed  the  questionnaire  sent  to  South 
Dakota  physicians  from  the  Model  Rural  Development  Of- 
fice concerning  referrals.  He  stated  that  the  Watertown  Dis- 
trict recommends  that  this  survey  be  re-evaluated  for  ac- 
curacy prior  to  the  release  of  any  information  or  action 
taken  by  the  Development  Office.  The  executive  office 
was  directed  to  contact  the  Model  Rural  Development  Of- 
fice to  obtain  additional  information  regarding  this  ques- 
tionnaire. 

The  Councilors  discussed  the  program  whereby  public 
health  nurses  administer  immunizations  to  children  eligible 
under  the  Welfare  Program.  It  was  the  feeling  of  the 
Council  that  public  health  nurses  should  not  solicit  patients. 

A discussion  was  held  concerning  the  increased  number 
of  persons  referred  to  physicians  by  Vocational  Rehabili- 
tation for  health  statements  which  would  allow  them  to 
apply  for  educational  assistance  under  the  Vocational  Re- 
habilitation Program.  Dr.  Bartron  moved  that  this  matter 
be  referred  to  the  appropriate  Commission  for  further 
study  and  recommendation.  The  motion  was  seconded  by 
Dr.  Sattler  and  carried. 

Mr.  Johnson  read  a letter  from  the  Auxiliary  requesting 
work  and  storage  space  in  the  lower  level  of  the  Associ- 
ation building.  Dr.  Leigh  moved  that  the  Auxiliary  be  of- 
fered storage  space  in  the  lower  level  at  the  present  time 
and  when  this  section  is  completed  if  space  is  available, 
perhaps  the  Association  could  provide  them  with  work 
area.  The  motion  was  seconded  by  Dr.  Reding  and  carried. 

The  meeting  adjourned  at  4:30  p.m. 
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SOUTH  DAKOTA 


CASE  REPORT  OF 

RADIATION  NECROSIS  OF  THE  HIP 


by 

H.  Phil  Gross,  M.D.* 
Robert  P.  DeClark,  M.D.** 


When  reflecting  on  the  etiology  of  hip  pain,  the 
diagnosis  of  radiation  necrosis  is  rarely  considered. 
A number  of  years  ago  the  diagnosis  was  made  with 
some  frequency.  However,  in  recent  years,  new 
techniques  and  methods  of  delivery  of  radiation  to 
the  hip  area  have  improved  to  the  extent  that  this 
complication  is  rare. 

Statistics  gathered  fourteen  years  ago  showed  2 
percent  of  people  receiving  radiation  to  the  hip  area 
would  develop  pathologic  fractures.1  The  case  pre- 
sented is  a seventy-three  (73)  year  old  lady  who 
developed  a pathologic  hip  fracture  25  years  after 
radiation  therapy. 

CASE  REPORT 

C.M.,  a 73  year  old  female,  was  admitted  with  a 
painful  left  hip.  The  pain  had  been  present  for  three 
months,  but  in  the  past  two  weeks  had  increased 
sufficiently  in  severity  to  halt  unaided  ambulation. 

Past  history  disclosed  the  excision  of  two  pig- 
mented moles;  one  from  the  right  calf  and  one  from 
the  left  buttock.  The  x-ray  therapist  received  a report 
of  melanoma  on  one  lesion,  and  benign  mole  on  the 
other.  However,  there  was  some  confusion  on  the 
site  of  the  malignant  lesion,  and  therefore  both  areas 
were  irradiated.  A dose  of  4,000  r were  given  to 
each  site,  plus  an  additional  2,900  r to  the  anterior 
left  groin. 

Examination  on  admission  showed  an  irritable 
left  hip  with  a 20°  flexion  contracture.  The  patient 
could  not  bear  weight  on  the  hip.  Pigmentation  from 
previous  radiation  was  present  in  the  left  groin.  An 
ulcer  of  25  year  duration  was  present  on  the  right 
calf. 

Routine  laboratory  studies  were  normal.  A bone 


♦Orthopedic  Surgeon,  1200  S.  Euclid,  Sioux  Falls,  S.D. 
♦♦Radiologist,  Medical  X-Ray  Center,  Sioux  Falls,  S.D. 


scan  showed  increased  uptake  in  the  area  of  the  left 
hip. 

X-rays  of  the  left  hip  showed  a moth-eaten  ap- 
pearance of  the  left  femoral  head,  the  left  femoral 
neck,  and  left  ilium.  There  was  a pathological  frac- 
ture in  the  intertrochanteric  area  (Fig.  1). 

The  patient  underwent  total  h;p  replacement.  Her 
post-operative  course  was  uneventful. 


Figure  1 
Preoperative 
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Repeat  x-rays  were  obtained  at  six  weeks.  The 
patient  was  ambulatory  at  that  time,  without  pain 
(Fig.  2). 


Figure  2 
Postoperative 

Pathologic  review  of  the  femoral  head  removed 
at  total  hip  replacement  showed  fibrosis  and  thick- 
ened vessels  in  the  marrow.  In  other  areas  there  was 
active  marrow.  The  bone  appeared  viable.  The 
cartilage  showed  only  mild  degenerative  changes. 
This  corresponds  with  other  reported  cases.2 

DISCUSSION 

This  patient  demonstrates  the  chronic,  sub-acute 
pain  that  precedes  the  severe,  acute  pain  of  fracture. 
1 his  is  interpreted  as  a deterioration  of  bone,  with 
gradual  fatigue  and  stress  of  the  structures,  prior  to 
actual  fracture. 

The  time  lapse  between  radiation  and  fracture  was 
lengthy  in  this  case.  In  a large  series  by  Bickel,  the 
time  span  ranged  from  five  months  to  twelve  years. 

The  basic  pathology  of  this  disease  is  a diffuse 
obliterative  endarteritis.3  This  results  in  some 
cellular  bone  death.  At  the  same  time  that  cellular 
death  occurs,  adjacent  areas  are  developing  collateral 
circulation.  This  probably  accounts  for  the  fact  that 


many  of  these  fractures  will  heal,  if  treated  by  ordi- 
nary means. 

The  use  of  a total  hip  replacement  in  this  case 
obviated  the  need  to  wait  for  bone  healing.  As  noted 
on  the  x-ray,  both  the  acetabulum  and  femur  were 
involved  in  the  process.  Hence  the  acetabular  and 
femoral  head  were  replaced,  rather  than  just  the 
femoral  head  as  might  be  anticipated  in  the  usual 
femoral  neck  fracture.  This  allowed  the  patient  to  be 
free  of  pain  and  ambulatory  in  a short  time. 

SUMMARY 

A 73  year  old  lady  is  presented  with  a pathologic 
fracture  of  the  hip,  secondary  to  radiation  for  mela- 
noma 25  years  after  treatment.  This  was  treated  with 
total  hip  replacement. 

A review  of  the  symptoms,  physical  findings, 
x-ray  changes,  and  pathology  are  presented. 
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SOUTH  DAKOTA 


President’s 


At  the  time  of  this  writing,  we  are  in  a severe  CRISIS — that  being  malpractice  insurance  for  physicians  prac- 
ticing in  South  Dakota.  At  present  a new  physician  desiring  to  enter  solo  practice  in  South  Dakota  cannot 
obtain  malpractice  insurance  at  any  price.  Those  practicing  at  the  present  time  who  are  covered  by  malpractice 
insurance  will  be  offered  at  the  time  of  renewal  a “claims  made’’  policy  for  malpractice  insurance.  Many  of 
the  physicians  in  this  state  justly  feel  that  this  is  an  undesirable  and  unacceptable  type  of  coverage.  A 
number  of  physicians  have  stated  emphatically  that  they  will  not  practice  with  a “claims  made”  type  of 
malpractice  insurance  coverage 

I would  urge  you  to  become  as  well  informed  as  possible  about  this  malpractice  insurance  problem.  IT  CAN 
BE  RESOLVED  but  only  by  the  united,  unified  efforts  of  the  South  Dakota  State  Medical  Association 
working  in  unison.  There  is  no  room  for  division  of  efforts.  Now  more  than  at  any  time  in  the  past,  we  need  to 
use  the  effective  influence  of  our  association  acting  as  a single  unit.  For  this  reason,  I feel  it  is  important  that 
all  district  societies  work  through  their  councilors  and  the  council  and  in  this  way  through  the  State  Med- 
ical Association  so  we  are  all  pulling  in  the  same  direction  and  have  identical  spheres  of  activities  and  in- 
fluence. Though  perhaps  it  may  be  trite,  it  is  certainly  true — united  we  stand — at  least  a chance. 

There  are  several  potential  solutions  to  this  problem  that  are  being  worked  on  at  the  present  time  by  a special 
committee  appointed  by  the  Medical  Association  headed  by  Dr.  George  Smith.  Task  forces  from  this  commit- 
tee will  be  meeting  at  regular  intervals  trying  to  accomplish  a satisfactory  solution  to  our  problem;  this 
may  include  the  possibility  of  investigating  an  insurance  program  operated  by  the  physicians  themselves. 

It  is  necessary  for  our  hard  careful  thoughts  and  work  so  that  we  do  not  blow  this  chance.  Instead,  let’s 
work  together  and  speak  and  act  as  one  unit — the  South  Dakota  State  Medical  Association. 

Sincerely, 

G.  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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This  Is  Your 


Medical  Association 


James  Ryan,  M.D.,  Mobridge,  at- 
tended the  Family  Practice  Re- 
view, Denver,  Colorado,  and  the 
Core  Content  Review  of  Ohio 
and  Connecticut  for  the  Ameri- 
can Academy  of  Family  Physi- 
cians. P.  E.  Lakstigala,  M.D., 
Sioux  Falls.  D.  L.  Scheller,  M.D., 
Arlington,  and  L.  P.  Swisher, 
M.D.,  Kadoka,  attended  the  An- 
nual Spring  Refresher  Course  of 
the  Minnesota  Academy  of  Fam- 
ily Physicians. 

❖ * * * 

The  Liaison  Committee  on  Grad- 
uate Medical  Education  an- 
nounced approval  on  a provision- 
al basis  for  the  Internal  Medicine 
residency  program  at  Sacred 
Heart  Hospital.  The  committee, 
in  accordance  with  its  usual  cus- 
tom, requested  that  a progress 
report  be  submitted  in  approxi- 
mately one  year. 

:j:  :js 

C.  S.  Roberts,  M.D.,  Brookings, 
ran  in  the  Boston  Marathon.  He 
covered  the  26  miles  in  3:32.20. 
Curtis  Wait,  M.D.,  John  Nanson, 
M.D.,  and  Bruce  Lushbough, 
M.D.,  Brookings,  are  planning  to 
run  the  Jackrabbit  15  in  June 
at  Brookings.  How  about  some 
more  physical  fitness  examples 
from  the  physicians  of  South  Da- 
kota. 

H:  H*  ijc  % 

C.  A.  Johnson,  M.D.,  has  re- 
turned to  Lemmon,  South  Dako- 
ta, for  the  practice  of  medicine 
following  a one  year  absence. 
During  the  past  year  Dr.  John- 
son practiced  in  Vermillion  and 
Winner. 


Karl  Wegner,  M.D.,  Dean  of  the 
South  Dakota  School  of  Medi- 
cine, served  on  the  joint  AMA 
Liaison  Committee  on  Medical 
Education  Accreditation  Team 
when  it  visited  the  University  of 
Calgary  Faculty  of  Medicine  to 
assist  in  accrediting  the  Canadian 
school. 


A workshop  on  endoscopy  spon- 
sored by  the  Association  of  Oper- 
ating Room  Nurses  featured 
D.  L.  Ensberg,  M.D.,  Sioux 
Falls,  who  spoke  on  “More  to 
Scoping  Than  Meets  the  Eye;” 
John  Hoskins,  M.D.,  Sioux  Falls, 
“Watching  the  Waterworks”  and 
“Scoop  on  Scopes;”  Warren 
Jones,  M.D.,  Sioux  Falls,  "Where 
the  End  Meets;”  and  M.  G. 
Mutch,  M.D.,  Sioux  Falls,  “A 
Peek  in  the  Pelvis.” 

He  ^ 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Allan  DeWald,  M.D.,  Rapid 
City,  spoke  at  the  27th  Annual 
Convention  of  the  South  Dakota 
Society  of  Radiological  Tech- 
nologists. 

^ ^ 

The  Faulkton  Community  Club 
presented  to  R.  V.  Avotins,  M.l). 
two  plaques  in  appreciation  for 
his  faithful  service  to  that  com- 
munity during  the  past  21  years. 

^ ^ ^ 

R.  C.  Jahraus,  M.D.,  Pierre,  has 
been  appointed  to  the  Nominat- 
ing Committee  of  the  Federation 
of  State  Medical  Boards  by  the 
President  of  that  organization, 
Dan  A.  Nye,  M.D. 

H* 

At  a seminar  on  diabetes  held 
in  Brookings,  Robert  Shaskey, 
M.D.,  Brookings,  led  a discussion 
pertaining  to  the  usage  of  oral 
agents  to  control  diabetes. 

^ ^ ^ ^ 


Thomas  Eyres,  M.D.,  long- 
time Vermillion  physician, 
died  recently.  Dr.  Eyres  grad- 
uated from  the  University  of 
Iowa  Medical  School  in  1932 
and  took  his  internship  at  Me- 
morial Hospital,  South  Bend, 
Indiana.  From  1938-1948  he 
practiced  in  Pequot  Lake, 
Minnesota,  before  moving  to 
Vermillion  in  1949.  Dr.  Eyres 
retired  from  active  practice  in 
1973.  He  was  a past  member 
of  the  Yankton  District,  State 
and  American  Medical  Asso- 
ciations. 
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The  Mercedes-Benz 
450SL, 

Spoil  yourself. 

This  is  no  conventional  2-seater.  It’s  a Mercedes- 
Benz.  So,  you  can  expect  the  extraordinary.  Stan- 
dard equipment  includes  electric  windows,  air 
conditioning,  power-assisted  steering  and  brakes, 
automatic  transmission  — even  a central  locking 
system.  Nothing  has  been  spared. 

Test  drive  a 450SL.  Youil  know  that  there 
isn't  another  engine  in  the  world  like  its  4.5-liter, 
fuel  injected,  overhead  cam  V-8.  Feel  the  fully 
independent  suspension  system  working.  And 
drive  secure  knowing  that  a double-circuit,  4- 
wheel  disc  braking  system  is  at  your  disposal.  The 
Mercedes-Benz  450SL.  Spoil  yourself  with  pure 
driving  pleasure. 


See  the 


Mercedes-Benz  at 


Pro-BanthTne® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Vern  Eide  Buick 

33rd  & South  Minnesota  Ave. 

Sioux  Falls,  S.D. 

Ph.  336-1720 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FORTY-NINE  YEAR  OLD  MALE  WITH  WEIGHT  LOSS 
AND  NONVISUALIZATION  OF  THE  GALLBLADDER 


Loren  K.  Tschetter,  M.D.* 

In  tern  ist-Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist-Editor 


CASE  NO.  637079 

PREVIOUS  ADMISSIONS:  1-8-73  to  1-10-73.  Secondary 
infection  of  left  eye  after  having  had  an  encircling  band 
and  implant  for  a detached  retina  one  and  a half  years 
previously.  The  admission  history  and  physical  examination 
were  negative,  other  than  pertaining  to  the  eye.  Urinalysis 
and  complete  blood  count  were  within  normal  limits.  Sero- 
logic test  for  syphilis  was  nonreactive. 

Twenty-two  months  after  the  above  admission,  this  49 
year  old  man  was  admitted  to  Sioux  Valley  Hospital  because 
of  a 30  pound  weight  loss  over  the  past  several  months,  a 
feeling  of  epigastric  fullness,  nausea,  and  anorexia.  He  had 
had  no  vomiting  but  had  had  some  loose  stools  without 
melena.  An  outpatient  upper  gastrointestinal  series  showed 
a normal  esophagus,  stomach,  and  duodenum.  The  gall- 
bladder was  poorly  visualized  even  after  a double  dose.  A 
12-panel  chemistry  revealed  a cholesterol  of  187  mgs/dl  hut 
no  other  abnormaiities.  Urinalysis  and  blood  counts  were 
again  within  normal  limits.  An  erythrocyte  sedimentation 
rate  was  20  mm/hr.  There  was  no  other  history  of  hospitali- 
zations or  operations.  He  had  taken  compazine  and  donna- 
tal. 

PHYSICAL  EXAMINATION:  Temp.  98°  F.,  respirations 
20/min  and  regular,  pulse  62/min  and  regular,  blood  pres- 
sure 134  systolic  and  60  diastolic.  There  was  no  adenopathy. 
Examination  of  the  head  and  neck  was  unremarkable.  The 
chest  was  clear  to  percussion  and  auscultation.  The  heart  was 
of  normal  size  and  had  a regular  rhythm  and  no  murmurs. 
Examination  of  the  abdomen  showed  some  resistance  in  the 
right  upper  quadrant  but  no  definite  masses  were  felt.  The 
prostate  was  normal. 

X-RAY  EXAMINATION:  There  was  no  definite  abnormal- 
ity noted  on  barium  enema.  Gallbladder  examination  showed 
nonvisualization  of  the  gallbladder.  An  upper  gastrointesti- 
nal series  and  chest  films  were  negative. 

LABORATORY  DATA:  LJrinalysis — light  amber,  turbid, 
specific  gravity  1.025,  ph  5.0,  negative  for  protein,  glucose, 
ketones,  bile,  hemoglobin.  Sediment — negative.  Hemoglobin 
15.2  gms/dl,  red  count  5.02  million/mm3,  hematocrit  45 
vols/dl,  mean  corpuscular  hemoglobin  31  niicromicrograms, 


* Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital, 
Donahoe  Clinic,  Sioux  Falls. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 


mean  corpuscular  volume  90  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  35%.  Total  leukocyte  count  9,- 
200/mm3  with  67%  segmented  neutrophils,  1%  neutro- 
philic bands,  and  32%  lymphocytes.  The  red  cells  appeared 
normochromic,  norinocytic,  and  the  platelets  were  adequate 
on  smear.  Sedimentation  rate  was  24  mm/hr.  A serologic 
test  for  syphilis  was  nonreactive.  Ph  7.35,  PCO2  38  nun. 
of  Hg,  CO-  content  22  nieq/L,  sodium  129  meq/L,  potas- 
sium 3.7  meq/L,  chloride  98  meq/L,  amylase  98  units/dl, 
urine  amylase  106  units/24  hrs,  (normal  less  than  300  units), 
serum  protein  electrophoresis — total  protein  5.2  gms/dl  with 
albumin  2.3  gms/dl  (44%),  ulpha-I  globulin  0.4  gms/dl 
(9%),  alpha-11  globulin  0.7  gms/dl  (13%),  beta  globulin  1.0 
gms/dl  (19%),  gamma  globulin  0.8  gms/dl  (15%).  There 
were  no  abnormal  spikes  on  the  electrophoresis.  IgM  32 
mgs/dl  (normal  37-204  mgs/dl),  IgA  160  mgs/dl  (normal 
60-90  mgs/dl),  IgG  340  mgs/dl  (normal  710-1540  mgs/dl), 
calcium  7.5  mgs/dl,  glucose  130  mgs/dl,  total  hiliruhin  2.2 
mgs/dl,  alkaline  phosphatase  115  units/dl  (normal  20-95 
units/dl)  cholesterol  345  mgs/dl.  Lactic  dehydrogenase, 
serum  glutamic  oxaloacetic  transaminase,  creatinine,  uric 
acid,  blood  urea  nitrogen,  inorganic  phosphorus  were  within 
normal  limits  on  admission.  The  total  bilirubin  was  2.4  mgs/ 
dl,  and  serum  glutamic  oxaloacetic  transaminase  was  80 
units/dl  (normal  10-60  units)  on  repeat  examination.  A test 
for  KBAg  was  negative  by  radioimmunoassay.  A scan  of 
the  liver  and  spleen  were  unremarkable.  A stool  culture  re- 
vealed no  pathogens.  No  Bence  Jones  protein  was  found  in 
the  urine  on  two  occasions.  No  ova  or  parasites  were  seen  in 
the  stool  on  two  occasions.  A fluorescent  antinuclear  anti- 
body test  was  negative.  A PPD  intermediate  skin  test  was 
negative. 

Because  of  possible  gallbladder  disease,  the  patient  under- 
went an  exploratory  laparotomy.  There  were  adhesions 
between  the  omentum  and  inferior  surface  of  the  liver. 
Frozen  section  of  lymph  node  showed  no  evidence  of  ma- 
lignancy. Pathology  report  on  the  removed  appendix  and 
gallbladder  showed  no  abnormalities.  The  removed  lymph 
nodes  showed  no  abnormality.  Several  biopsies  of  liver 
were  performed  in  surgery  and  were  thought  to  show  no 
diagnostic  abnormality  on  frozen  section.  However,  on 
permanent  section,  acellular  material  between  the  liver 
cords  was  interpreted  as  amyloid,  although  the  Congo  red 
and  crystal  violet  stains  did  not  show  the  usual  staining 
characteristics.  The  diagnosis  of  amyloid  was  confirmed  by 
the  Armed  Forces  Institute  of  Pathology.  Following  sur- 
gery, the  patient  had  numerous  loose  stools  which  showed 
some  improvement  on  kaopectate  and  diphenoxylate.  A 
sigmoidoscopy  was  performed  to  19  cms.  and  was  negative. 
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An  electrocardiogram  was  within  normal  limits.  The  patient 
was  discharged. 

After  discharge,  the  patient  continued  to  be  fatigued  and 
became  more  jaundiced  and  developed  ankle  edema.  Lab- 
oratory work  on  an  out-patient  basis  showed  his  hemoglobin 
to  be  14.2  gms/dl  and  potassium  4.3  meq/L.  Electro- 
phoresis showed  the  total  protein  of  4.8  gins/ dl  with  1.5 
gms/dl  albumin  (32%);  0.3  gms/dl  alpha-1  globulin  (6.6%); 
alplia-II  globulin  0.9  gms/dl  (19%);  beta  globulin  1.4  gms/ 
dl  (29%)  and  gamma  globulin  0.7  gms/dl  (14%).  There  was 
a small  spike  in  the  gamma  globulin  which  was  different 
than  the  previous  electrophoresis.  Calcium  7.5  mgs/dl, 
cholesterol  345  mgs/dl,  inorganic  phosphorus  4.7  mgs/dl, 
blood  urea  nitrogen  38  mgs/dl,  creatinine  1.2  mgs/dl,  total 
bilirubin  5.6  mgs/dl,  lactic  dehydrogenase  320  units/dl,  and 
serum  glutamic  oxaloacetic  transaminase  140  units/dl,  alka- 
line phosphatase  400  units/dl.  The  patient  was  admitted 
for  further  evaluation.  A metastatic  bone  series  after  ad- 
mission revealed  no  evidence  of  metastatic  disease.  Physical 
examination  was  unchanged  from  previous.  There  was  some 
questionable  ascites.  LJrinalysis  amber,  turbid,  specific  gravi- 
ty 1.031,  ph  6.0,  protein  4 + , negative  for  glucose,  ketone 
bodies,  bile  positive,  negative  for  hemoglobin.  Sediment  1-2 
white  cells/high  power  field,  and  1-2  red  cells/high  power 
field.  There  were  20-25  hyaline  casts/low  power  field. 
Hemoglobin  14.0  gms/dl,  white  count  17,200/ninH  with 
80%  segmented  neutrophils,  3%  neutrophilic  bands,  17% 
lymphocytes.  Reticulocyte  count  was  2.9%  and  platelets 
were  638,000/min A bone  marrow  examination  including 
biopsy  revealed  about  15%  plasma  cells  in  the  marrow,  al- 
most all  of  which  were  normal.  Fragments  of  amyloid  were 
present  in  the  marrow.  A 24-hour  urine  showed  5 gms. 
protein/24  hrs.  The  urine  electrophoresis  of  the  protein 
showed  a pattern  identical  to  the  serum  with  no  particular 
abnormal  globulin  spot.  This  was  thought  to  represent 
diffuse  capillary  permeability.  Electrolytes  were  within  nor- 
mal limits. 

DR.  BARLOW:  Dr.  Loren  Tschetter  had  this  in- 
teresting case  and  I would  like  him  to  make  some 
comments  about  it. 

DR.  TSCHETTER:  The  case  was  a difficult  diag- 
nostic problem.  I felt  that  the  symptoms  of  weight 
loss  and  weakness  could  best  be  explained  by  an 
occult  malignancy.  After  studies  had  failed  to  sub- 
stantiate this,  we  performed  an  abdominal  explora- 
tion, which  Dr.  Ensberg  will  describe  later.  We  did 
not  find  a malignancy  but  did  find  amyloidosis.  Post- 
operatively  the  patient  did  not  improve  at  all.  He 
developed  diarrhea,  which  was  a very  distressing 
symptom.  Although  I did  discharge  him,  he  was 
never  well  at  home.  I saw  him  as  an  outpatient  and 
he  was  much  worse  after  going  home.  His  hemoglo- 
bin remained  stable  but  his  liver  function  tests 
showed  increasing  abnormality.  I thought  this  was 
very  unusual  for  amyloidosis.  The  patient  had  a sec- 
ond admission  and  was  much  worse  at  this  time.  He 
had  deteriorating  liver  function  tests  and  then  de- 
veloped nephrotic  syndrome  with  renal  failure.  At  no 
time  did  he  have  a typical  course  of  amyloid  except 
for  the  renal  disease.  He  had  no  bone  lesions. 


* Intern,  Sioux  Valley  Hospital. 

’^Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  The  University  of 
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*DR.  MICHAEL  BUSIAN:  Isn't  this  an  awfully 
fast  course  for  amyloid? 

DR.  TSCHETTER:  Yes,  it  is.  The  whole  course  took 
place  in  about  three  months.  Amyloid  is  usually  a 
much  more  chronic  disease  even  with  the  renal  com- 
plications. I have  never  seen  the  striking  failure  of 
the  liver  either.  I also  could  not  find  this  described 
in  my  reading. 

I think  a few  comments  are  in  order  on  the  con- 
cept of  amyloidosis.  Most  of  these  articles  suggest 
that  the  immunoglobulins  are  related  in  a very  s:gni- 
ficant  way.  Most  of  the  cases  of  primary  amyloid 
have  Bence  Jones  proteinuria  (light  chains  in  the 
urine).  It  is  also  known  that  chemical  treatment  of 
light  chains  can  produce  amyloid  fibers.  Another  in- 
teresting piece  of  evidence  is  that  myeloma  which  is 
known  to  be  a malignancy  of  immunoglobulin-pro- 
ducing cells  has  been  associated  with  amyloidosis  for 
a long  time.  Patients  with  hypogammaglobulinemia 
also  have  an  increased  incidence  of  amyloidosis.  This 
is  probably  because  these  patients  do  have  abnormal 
immunoglobulin  production  and  this  causes  precipi- 
tation in  tissue  of  portions  of  the  immunoglobulin 
molecules. 

The  cause  of  the  chronic  antigenic  stimulation 
which  produces  amyloidosis  is  a little  obscure. 
Chronic  antigenic  stimulation  often  produces  amy- 
loidosis. In  various  situations  it  can  be  the  stem  cell, 
reticuloendothelial  cell,  or  plasma  cell  which  is  stimu- 
lated by  the  chronic  presence  of  antigen  or  even  a 
malignant  disease  of  plasma  cells  which  produces 
the  amyloid.  There  is  a whole  spectrum  of  disease 
from  classical  multiple  myeloma  to  amyloidosis.  The 
fact  that  patients  with  primary  amyloidosis  often 
have  paraprotein  in  their  serum  and  urine  (although 
this  may  be  difficult  to  demonstrate)  and  have  a 
plasmacytosis  of  the  marrow  certainly  would  suggest 
that  amyloidosis  is  one  end  of  a broad  spectrum  of 
malignant  plasma  cell  disease. 

There  is  no  good  treatment  for  amyloidosis.  Alky- 
lating agents  have  been  used  but  some  feel  that  they 
actually  may  make  the  disease  worse.  Dr.  Kyle  of  the 
Mayo  Clinic  sees  a lot  of  cases  of  amyloidosis  and  is 
in  the  process  of  doing  a study  in  which  he  is  treat- 
ing these  patients  with  prednisone  and  phenylalanine 
mustard.  He  feels  that  there  may  be  some  response 
in  patients  from  this  regimen. 

**DR.  EVERETT  W.  SANDERSON:  Can  you 
transplant  patients  with  amyloidosis? 

DR.  TSCHETTER:  Yes,  transplants  have  been  used 
in  patients  with  amyloidosis.  Of  course,  all  patients 
who  have  had  transplants  are  treated  with  immuno- 
suppressives, such  as  the  alkylating  agents  I men- 
tioned. It  is  interesting  that  in  some  of  these  patients 
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in  whom  kidney  tissues  from  the  transplant  are  avail- 
able, there  was  no  amyloidosis  in  the  transplanted 
kidney.  This  suggests  that  alkylating  agents  may 
indeed  control  the  disease. 

DR.  TSCHETTERS  CLINICAL  DIAGNOSIS 

Primary  Diffuse  Amyloidosis  With  Involvement  of 
Liver  & Kidney 

*DR.  RICHARD  A.  JONGEWAARD:  Was  any- 
thing found  at  autopsy  that  could  have  suggested 
that  this  was  secondary  amyloidosis? 

DR.  BARLOW:  No. 

DR.  TSCHETTER:  One  always  worries  about  that 
possibility  but  in  this  case  we  will  have  to  classify  the 
disease  as  primary  amyloidosis. 

**DR.  JOSE  CRESPO:  What  were  the  findings  at 
operation? 

***DR.  DORENCE  ENSBERG:  A subcostal  inci- 
sion was  made.  The  omentum  completely  covered 
the  whole  liver  and  was  adherent  to  the  lower  portion 
of  the  liver.  I do  not  know  the  significance  of  this. 
The  most  striking  finding  was  the  appearance  and 
consistency  of  the  liver  which  was  hard  and  firm. 
The  pancreas  was  also  indurated.  Lymph  nodes 
around  the  porta  hepatis  were  removed  and  these 
were  reported  as  normal  on  a frozen  section.  The 
liver  was  biopsied  but  the  pathologists  kept  reporting 
the  liver  as  normal.  For  this  reason,  needle  biopsies 
were  also  taken.  The  next  problem  was  what  to  do 
about  the  gallbladder  which  was  nonfunctioning  by 
x-ray.  The  gallbladder  was  removed.  The  appendix 
was  also  removed.  I am  not  sure  I would  have  re- 
moved the  gallbladder  if  the  liver  had  not  been  re- 
ported as  normal. 

DR.  BARLOW:  This  was  a difficult  case  and  one 
hesitates  always  to  speak  about  one’s  mistakes.  I 
noted  that  there  was  a space  between  the  liver  cords 
on  the  frozen  section  but  I thought  that  it  was  edema. 
Actually,  the  material  separating  the  liver  cords  was 
amyloid.  The  amyloid  did  not  take  the  usual  stain 
which  I shall  discuss  later  but  I could  not  think  of 
any  other  diagnosis.  Having  already  missed  the  froz- 
en section,  I thought  I would  send  the  slide  for  con- 
sultation at  the  Armed  Forces  Institute  of  Pathology. 
They  confirmed  the  diagnosis  of  amyloidosis.  The 
patient  did  go  on  to  die.  At  autopsy  there  were  ex- 
tensive amyloid  deposits  in  the  glomeruli  of  the 
kidney  explaining  the  nephrotic  syndrome.  The  liver 
was  massively  enlarged  and  microscopically  almost 
completely  replaced  with  amyloidosis.  This  extensive 
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degree  of  amyloidosis  explained  the  liver  failure. 
This  is  quite  unusual.  The  spleen  was  also  completely 
replaced  at  autopsy  by  amyloid.  The  patient  had 
ascites  and  peripheral  edema  as  well  as  pleural  ef- 
fusions. The  fluid  accumulations  could  certainly  be 
explained  on  the  basis  of  the  nephrotic  syndrome 
secondary  to  hypoalbuminemia  caused  by  protein 
loss  in  the  urine.  A finding  which  we  could  not  ex- 
plain was  an  extensive  subendocardial  hemorrhage. 
The  patient  also  had  mild  coronary  heart  disease,  a 
thyroid  adenoma  and  peritoneal  mesothelioma. 

FINAL  ANATOMIC  DIAGNOSES 

Amyloidosis,  Extensive  With  Nephrotic  Syndrome 
Involvement  By  Amyloidosis  Of  Liver,  Spleen  And 
Kidneys 

Amyloidosis  is  a very  interesting  disease.  Electron 
microscopy  demonstrates  a characteristic  fibrillar 
pattern.  The  major  components  of  amyloid  seem  to 
be  composed  of  the  amino  terminal  fragment  of 
light  chains  (L  chains),  usually  lambda.  This  is  a 
relatively  recent  and  very  interesting  finding  because, 
as  has  been  noted  by  Dr.  Tschetter,  hyperimmuniza- 
tion has  been  associated  with  amyloidosis  for  a long 
time.  This  is  especially  true  of  the  secondary  form 
of  amyloid.  Neoplastic  plasma  cells  probably  pro- 
duce the  L chains  in  so-called  primary  amyloid. 
Thus,  it  is  surmised  that  the  precipitation  of  the  light 
chain  portion  of  immunoglobulins  is  related  to  the 
products  of  plasma  cells  perhaps  from  hyperstimula- 
tion or  a malignancy.  In  the  secondary  form  of  amy- 
loid, a protein  A has  also  been  described. 

There  have  been  many  classifications  of  amyloid. 
One  is  as  follows: 

1.  Primary  Amyloidosis  (mesodermal) — no 
predisposing  cause — Pattern  I 

2.  Secondary  (parenchymal) — secondary  to 
chronic  disease — Pattern  II 

3.  Tumoral 

4.  Heredofamilial 

5.  Amyloid  in  tumors 

I do  not  believe  that  amyloid  in  tumors  really 
should  be  included  in  this  discussion.  There  is  a 
material  in  some  tumors  such  as  medullary  carcinoma 
of  the  thyroid  which  has  the  staining  properties  of 
amyloid  but  is  not  present  in  other  organs. 

Of  great  importance  are  the  so-called  primary  and 
secondary  forms  of  amyloid.  In  the  primary  form  or 
Pattern  I there  is  predominant  involvement  of  the 
heart,  tongue,  gastrointestinal  tract,  periarticular  re- 
gion, and  blood  vessels.  In  this  form  of  amyloid  no 
predisposing  cause  can  be  found.  So-called  secondary 
amyloid  or  Pattern  II  involves  the  kidneys,  liver, 
spleen,  and  adrenals.  This  is  usually  seen  secondary 
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to  many  diseases  I will  describe  later.  Unfortunately, 
there  is  tremendous  overlap  between  the  two  patterns 
that  I have  mentioned.  Perhaps  as  good  an  example 
as  any  is  the  case  today  in  which  there  was  no  ap- 
parent precipitating  disease  to  which  the  amyloid 
could  be  ascribed  and  yet  there  was  a classical  dis- 
tribution as  in  secondary  amyloidosis.  We  would, 
therefore,  have  to  describe  this  case  under  discussion 
as  one  of  primary  amyloidosis  with  involvement  of 
the  liver,  kidneys,  spleen  a pattern  suggesting  sec- 
ondary amyloidosis.  It  is  already  well  known  that 
myeloma  is  often  associated  with  secondary  amy- 
loidosis and  yet  the  disease  involves  organs  described 
in  the  primary  distribution  as  in  this  case.  However, 
this  patient  did  not  have  multiple  myeloma  since  no 
lesions  of  bones  were  demonstrated  and  the  bone 
marrow  and  serum  protein  studies  were  not  typical 
of  multiple  myeloma. 

The  following  are  some  of  the  diseases  to  which 
amyloidosis  may  be  a complication  (secondary): 
4,5,6 

DISORDERS  COMPLICATED  BY  AMYLOI- 
DOSIS 

1.  CHRONIC  INFECTIOUS  DISEASES 
Tuberculosis,  leprosy,  syphilis  (tertiary),  osteo- 
myelitis, bronchiectasis,  paraplegia  with  de- 
cubitus ulcers 

2.  PROBABLE  INFECTIONS 

Reiter’s  Syndrome,  Whipple’s  disease,  hypo- 
gammaglobulinemia 

3.  CHRONIC  INFLAMMATORY  DISEASES 
Rheumatoid  arthritis,  other  connective  tissue 
diseases,  Mediterranean  or  periodic  fever,  re- 
gional enteritis  and  ulcerative  colitis 

4.  NEOPLASM 

Multiple  myeloma,  Hodgkin’s  disease,  renal 
cell  carcinoma,  and  Waldenstrom’s  macro- 
globulinemia 

5.  MISCELLANEOUS 
Aging,  Diabetes 

In  diabetes  hyalinization  of  the  islets  of  Langer- 
hans  can  be  seen.  In  aging  amyloid  in  the  heart, 
brain  and  spleen  and  seminal  vesicles  can  be  present. 
In  the  heart  it  can  be  associated  with  symptoms  but 
is  usually  asymptomatic  as  is  all  amyloid  seen  in 
aged  patients. 

The  gross  pathologic  findings  of  amyloidosis  re- 
veal an  enlarged  waxy  or  lardaceous  appearance  to 
the  affected  organ.  Microscopically  one  sees  a hyalin 
eosinophilic  amorphous  extracellular  material  which 
does  often  exhibit  some  characteristic  staining  prop- 
erties. Some  special  stains  include  crystal  and  methyl 
violet  which  show  distinct  metachromasia  (a  con- 
dition in  which  the  dye  in  the  tissue  takes  a different 
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color  than  the  dye).  Congo  red  and  the  fluorescent 
stain,  thioflavin  S or  T,  have  been  very  popular  for 
demonstrating  amyloid.  The  congo  red  stain  if  viewed 
by  fluorescent  microscopy  demonstrates  a green 
birefringence  which  is  supposed  to  be  very  distinc- 
tive. Characteristically  primary  amyloid  does  not 
show  the  diagnostic  hues  with  these  stains.  The 
slides  did  not  stain  as  classically  described  in  our 
case  today. 

As  noted  above  in  the  classification,  large  nodules 
of  amyloid  as  tumors  or  even  as  diffuse  infiltrates 
may  appear  in  any  single  organ.  This  includes  the 
eye,  larynx,  thyroid,  gastrointestinal  tract,  genitouri- 
nary tract  and  lungs.  The  cause  of  tumoral  amyloid 
is  unknown.  The  amyloid  tumors  are  not  associated 
with  other  known  diseases  and  other  organs  are  not 
involved. 

The  renal  disease  of  generalized  amyloidosis  is 
often  the  most  serious  for  the  patient  as  massive 
proteinuria  with  nephrotic  syndrome  can  occur  as 
they  did  in  this  case.  The  patient  often  will  develop 
renal  failure.  Hypertension  is  rare.  The  diffuse 
glomerular  involvement  as  noted  pathologically  in 
this  case  is  correlated  clinically  with  the  loss  of  all 
the  serum  protein  as  noted  on  the  pattern  in  electro- 
phoresis of  the  urine.  The  pattern  was  identical  to 
that  of  the  serum. 

Familial  forms  of  amyloid  associated  with  poly- 
neuropathy have  been  described  in  Scandanavia  and 
Portugal.  These  are  rare.  Familial  amyloidosis  with 
involvement  of  the  heart,  kidneys  and  skin  have 
also  been  described. 

An  interesting  entity  is  senile  cardiac  amyloid 
which  may  involve  the  myocardium,  valves,  vessels 
and  pericardium.  It  can  lead  to  congestive  failure 
and  arrhythmia  but  is  more  often  found  as  an  inci- 
dental asymptomatic  finding  in  elderly  people  at 
autopsy. 

Nodular  or  diffuse  involvement  of  the  gastro- 
intestinal tract  may  give  rise  to  malabsorption  or 
diarrhea.  The  patient  did  have  severe  diarrhea  in 
this  case  but  this  was  not  due  to  amyloidosis.  One 
could  question  whether  it  was  due  to  the  massive 
liver  involvement  and  loss  of  bile  salts  in  this  case. 
Involvement  of  the  gastrointestinal  tract  by  amy- 
loidosis can  be  associated  with  severe  hemorrhage, 
probably  due  to  vascular  involvement  in  the  gastro- 
intestinal tract  vessels.  Protein  loss  and  ulceration 
may  also  occur.  Macroglossia  is  a well  described 
sign  in  generalized  amyloidosis. 

The  liver  is  often  markedly  enlarged;  but,  as 
Dr.  Tschctter  has  pointed  out,  there  is  usually  not  a 
marked  degree  of  liver  failure,  although  occasionally 
liver  function  tests  are  altered.  An  elevation  of  the 
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alkaline  phosphatase  and  bromosulfathalein  is  often 
all  that  occurs.  In  this  case,  there  was  marked  de- 
terioration of  liver  function  and  at  autopsy  the  liver 
parenchyma  was  almost  completely  replaced  by 
amyloidosis.  This  fact  alone  makes  the  present  case 
rather  unusual. 

Other  organs  may  be  involved  by  amyloidosis  and 
this  includes  marked  involvement  of  the  spleen.  The 
lung  may  show  single  or  multiple  nodules  or  diffuse 
involvement.  When  the  periarticular  tissues  of  the 
joints  are  involved,  the  disease  may  exactly  mimic 
rheumatoid  arthritis.  This  type  of  pattern  is  often 
seen  in  multiple  myeloma.  Carpal  tunnel  syndrome 
can  also  be  produced  by  amyloidosis.  Skin  involve- 
ment with  nodules  and  plaques  can  lead  to  purpura. 

The  diagnosis  of  amyloidosis  can  be  difficult. 
Biopsy  is  necessary.  Most  people  prefer  rectal  biopsy 
but  a gingival  biopsy,  liver  biopsy  or  bone  marrow 
can  be  performed.  The  intravenous  congo  red  in- 
jection test  is  a poor  test  and  is  dangerous  as  an- 
aphylactic reactions  have  occurred. 

Lastly,  I would  like  to  re-emphasize  Dr.  Tschet- 
tcr’s  remark  that  Osserman  and  Isobe  believe  that 
primary  amyloidosis  is  simply  one  manifestation  of 
plasma  cell  dyscrasia  and  is  one  end  of  the  spectrum 
of  multiple  myeloma.  This  case  does  demonstrate 
this  because  of  the  plasmacytosis  of  the  marrow 
and  the  abnormal  protein  present  in  the  serum. 
There  were  no  diseases  at  autopsy  which  could  have 
been  implicated  as  a cause  of  the  amyloidosis. 
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Saturday,  March  27,  1976  — Commissions 

Saturday,  April  24,  1976  — Council 

All  of  the  above  meetings  are  scheduled  for  Sioux 
Falls,  SD. 

June  11,  12,  13,  1976  — Annual  Meeting 

Rapid  City,  SD 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 
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accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
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tinct. Drawings  should  be  made  in  black  India  ink  on  white 
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lowing publication.  Type  left  standing  over  30  days  will 
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Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  57104. 


TAX 

SHELTERS 

There  are  various  forms  of  tax  shelters,  but  only 
one  provides  you  with  these  features 

Cash  Flow  . . . Capital  Gains  . . . Leverage  . . . 
Tax  Loss 

Hedge  Against  Inflation 


Get  a copy  of  our  new  booklet: 

“WHY  IS  REAL  ESTATE  THE  MOST  POPULAR 
TAX  SHELTER?” 


Learn  how  tax  shelters  can  work  for  you 

^ Learn  how  you  can  eliminate  income  taxes 
through  Limited  Partnership  interests 

Learn  how  leverage  can  work  for  you 

Learn  how  it  affords  you  an  opportunity  for 
capital  gains 

Learn  how  real  estate  is  the  true  hedge  against 
inflation 

This  limited  edition  booklet  is  must  reading  for  the 
astute  businessman  and  professional.  It’s  an  in- 
depth  explanation  of  limited  partnerships  formed 
to  own  apartment  buildings  for  the  special  purpose 
of  TAX  SHELTERED  INVESTMENTS. 


NOTE  . . . This  FREE  copy  of  the  booklet  will  be 
sent  only  to  your  business  address.  No  salesman 
will  call  — this  is  NOT  an  offer  to  sell  Securities. 
There  is  absolutely  no  obligation  with  this  offer  of 
a free  booklet.  Send  this  ad  with  your  name  to: 

PARTNERS  LIMITED 

CHARLES  W.  PETERSEN 
P.0.  Box  220  — Yankton,  South  Dakota  57078 


□ Please  send  booklet  to: 

Name I 

Address ! 

Telephone  Profession  j 
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Who  Contributes  to  the  Malpractice  Crisis? 
Is  This  a Type  of  Contribution? 


The  “publicity  hungry”  physicians  who  respond 
to  news  media’s  requests  for  “expert  medical  opin- 
ions,” or  even  volunteer  such  opinions,  are  contrib- 
uting to  the  malpractice  crisis.  The  recent  rush  to 
be  a “headliner”  or  expert  television  commentator 
on  the  subject  of  the  care  and  treatment  of  the  wife 
of  the  President  of  the  United  States,  the  wife  of 
the  Vice  President  designee,  or  the  former  President 
is  a case  in  point.  Each  of  these  patients  is  entitled  to 
patient-physician  confidentiality.  Physicians  who 
publicly  criticize  the  professional  care  given  a patient 
by  another  physician  (whether  in  news  magazines, 
newspapers,  television  programs,  or  as  “case”  dis- 
cussions in  educational  groups)  are  inviting  the 
“suit-prone”  public  to  file  claims  regardless  of  the 
quality  of  medical  care  received. 

One  writer,  in  by-line  articles  in  The  New  York 
Times  on  November  16  and  30,  1974,  reviewed 
the  medical  reporting  of  Mr.  Nixon’s  case.  This 
writer  cited  faculty  members  from  two  eastern  medi- 
cal schools  who,  without  knowledge  of  Mr.  Nixon’s 
condition,  centered  their  criticism  on  the  choice  of 
the  vein  on  which  a clip  was  placed.  The  Times 
article  further  found  this  medical  criticism  to  be  a 


^Reprinted  from  Ohio  State  Medical  Journal.  Jan.  1975. 


conflict  of  several  factions:  town  and  gown,  doctors 
practicing  on  a fee  for  service  privately  and  those 
salaried  by  medical  faculties  (all  medical  faculties 
receive  public  funds);  the  eastern  medical  profession 
and  the  western  medical  profession;  University 
teaching  hospitals  and  Community  (teaching)  hos- 
pitals; and  those  demanding  consultation  in  each 
and  every  special  discipline  and  for  each  and  every 
step  or  procedure. 

In  the  face  of  sharp  criticism  from  the  eastern 
based  media,  the  three  court-appointed  medical  ex- 
perts who  examined  Mr.  Nixon  very  correctly  pre- 
served the  confidential  nature  of  the  doctor-patient 
relationship.  They  reported  only  to  the  court  on  their 
findings  concerning  the  diagnosis  and  prognosis  in 
the  case  of  the  former  President.  The  public  state- 
ments of  these  medical  experts  are  exemplary  guides 
to  other  physicians  who  may  be  in  a similar  position. 

For  those  colleagues  who  may  be  tempted  to 
become  a public  medical  expert,  it  might  be  wise 
to  remember  this  American  Indian  Prayer: 

“OH  GREAT  SPIRIT,  GRANT  THAT  I MAY 
NOT  CRITICIZE  MY  NEIGHBOR  UNTIL  I 
HAVE  WALKED  A MILE  IN  HIS  MOCCASINS.” 

Richard  L.  Meiling,  M.D. 
Consulting  Medical  Editor 


KREISER  SURGICAL  INC. 

Phone  336-1 155  21  st  & Minnesota,  Sioux  Falls  Rapid  City  Ph.  342-2773 


BLOOD 

PRESSURE 

KIT 


FOR 

PHYSICIAN-DIRECTED 
HOME  USE 


The  HI-LO  Baumanometer  Blood  Pressure  Kit  is 
an  accurate,  rugged,  legible  mercury-gravitated 
instrument  . . . equipped  with  an  accurate  cali- 
brated V-Lok  inflation  system,  and  an  efficient 
stethoscope.  This  unit  carries  the  same  accuracy 
and  glass  breakage  guarantee  as  other  Bauman- 
ometer Instruments.  It  is  packed  in  a sturdy  stor- 
age carton  with  illustrated  instruction  manual, 
record  keeping  charts  and  maintenance  instruc- 
tions. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Proposed  Constitution  and  Bylaw  Changes,  SDAFP.  To  be 
voted  upon  at  annual  meeting  in  Rapid  City, 
Friday,  August  15,  1975. 

The  following  proposed  amendments  to  the  Constitution  and 
Bylaws,  SDAFP,  were  presented  to  the  Sec/Treas  at  least 
90  days  prior  to  the  annual  meeting,  and  are  presented  to 
the  members  at  least  30  days  prior  to  the  annual  meeting, 
pursuant  to  Article  VIII,  Constitution,  and  to  Chapter  X, 
Bylaws,  SDAFP. 

CONSTITUTION 

ARTICLE  IV.  SECTION  1.  (Shall  be  amended  to  read, 
with  additions  underlined): 

The  qualifications  and  conditions  of  membership  and  the 
classes  of  membership  shall  be  the  same  as  those  now  or 
hereafter  provided  in  the  Constitution  and  Bylaws  of  The 
American  Academy  of  Family  Physicians.  The  method  of 
election  shall  be  as  provided  in  the  Bylaws.  Any  Active 
member,  or  Family  Practice  Resident,  in  good  standing, 
shall  be  eligible  to  vote  and  to  hold  office.  Also,  any  AAFP 
member,  active  or  resident,  in  good  standing,  belonging  to 
a Military  Chapter,  and  residing  within  the  state  of  South 
Dakota,  shall  be  eligible  to  become  a member,  by  transfer, 
of  the  SD  State  Chapter,  AAFP,  with  all  rights  and  privi- 
leges thereof.  (This  ratifies  action  taken  at  the  AAFP  Con- 
gress, Los  Angeles,  October  1974). 

BYLAWS 

CHAPTER  II.  Add  SECTION  6. 

SECTION  6.  Resident  dues  for  Family  Practice  Residents 
training  in  South  Dakota  programs  shall  be  paid  for  by  the 
SD  Chapter,  AAFP.  (This  ratifies  action  taken  by  the 
SDAFP  at  the  annual  meeting,  August,  1973.) 

BYLAWS 

CHAPTER  II.  Add  SECTION  7. 

SECTION  7.  Student  Affiliate  Dues  for  Third  and  Fourth 
Year  Medical  Students  attending  USD  School  of  Medicine 
shall  be  paid  for  by  the  SD  Chapter,  AAFP,  upon  request 
for  Student  Affiliate  Membership  by  the  student. 

CHAPTER  III.  Add  SECTION  5. 

SECTION  5.  Annual  AAFP  dues  for  Student  Members, 
should  a Student  Affiliate  Chapter  be  sanctioned  by 
SDAFP,  will  be  paid  by  the  SD  Chapter,  AAFP. 

CHAPTER  V.  Add  a third  Paragraph  to  SECTION  1.  In- 
sert as  Paragraph  2 in  this  section. 

The  president  shall  serve  as  general  and  scientific  pro- 
gram chairman  for  the  annual  meeting  held  at  the  con- 
clusion of  his  year  in  office.  He  may  appoint  other  members 
to  form  a program  committee  for  this  annual  meeting  and 
for  other  state  chapter  meetings  that  may  be  held. 


CHAPTER  V.  SECTION  3.  Delete  as  explained:  Paragraph 
1. 

SECTION  3.  The  three  vice  presidents  shall  be  members 
of  the  Board  of  Directors.  (Delete:  “and  shall  be  assigned 
by  the  Board  to  serve  as  chairmen  of  the  standing  com- 
missions and  committees  of  this  organization”.)  (This  rati- 
fies action  taken  by  the  Board  of  Directors  at  the  Board 
Meeting,  August,  1974,  thereby  allowing  more  active,  as- 
sociate and  resident  members  to  take  an  active  part  in 
chapter  activities.) 

CHAPTER  IX.  SECTION  5.  Note  change,  as  explained: 
SECTION  5.  The  organization  shall  pay  the  sum  of  $100 
to  each  of  two  chapter  members  attending  the  annual  State 
Officers  Conference  of  the  AAFP.  (Change  to  read  “shall 
pay  the  sum  of  $100  to  each  of  three  chapter  members  at- 
tending the  annual  State  Officers  Conference  of  the 
AAFP.”)  (This  ratifies  action  taken  by  the  Board  of  Di- 
rectors 1 June  74,  these  members  hopefully,  but  not  ex- 
clusively, to  be  the  President,  the  President-Elect,  and  the 
Ranking  Vice  President.) 

CHAPTER  IX.  Add  SECTION  7. 

Special  Committees,  such  as  a “Family  Practice  Club” 
committee  may  be  created  and  the  membership  of  said 
committees  shall  be  appointed  by  the  president,  with  the 
consent  of  the  Board  of  Directors.  Active,  Associate,  Resi- 
dent and  Student  Affiliate  Members  may  be  appointed  to 
these  special  committees. 


The  Board  of  Directors,  acting  as  a Nominating 
Committee,  have  accepted  the  following  two  active 
members  as  nominees  for  one  Vice  Presidential 
opening  on  the  Board,  to  be  voted  upon  at  the  An- 
nual Meeting  in  Rapid  City  during  the  Black  Hills 
Seminar: 

William  O.  Hanson,  M.D.,  Huron,  SD 

Jerry  LeRoi  Walton,  M.D.,  Sioux  Falls,  SD 
Further  nominations  may  be  made  from  the  floor. 


Two  subjects  that  have  been  discussed  by  the  Board, 
and  which  will  need  further  discussion  at  the  An- 
nual Meeting  are  a)  The  professional  liability  crisis 
in  South  Dakota  and  b)  State  financing  for  Family 
Practice  Residencies  in  South  Dakota.  Please  plan  to 
offer  your  input  on  these  timely  items. 
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COUNCIL  MEETING  MINUTES 

11:00  A.M.  South  Room,  Ramada  Inn 

Saturday,  April  19,  1975  Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  at  11:00  a.m.  by  Dr. 
Fred  Leigh,  Chairman  Pro  Tern.  Dr.  Leigh  welcomed  Dr. 
Odland  as  the  new  Councilor  from  the  Aberdeen  District 
and  Dr.  Belatti  as  the  Alternate  Councilor  from  Brookings, 
and  he  also  welcomed  the  guests  in  attendance. 

Those  present  for  roll  call  were  Doctors  R.  E.  Van 
Demark,  G.  E.  Tracy,  Fred  Leigh,  A.  P.  Reding.  R.  H. 
Quinn,  T.  H.  Sattler,  W.  B.  Odland,  C.  L.  Swanson,  David 
Buchanan,  Harvard  Lewis,  B.  J.  Begley,  Warren  Jones, 
P.  K.  Aspaas,  Duane  Reaney,  R.  H.  Harris,  J.  N.  Hamm, 
A.  J.  Barrett,  R.  G.  Nemer,  James  Ryan,  Eldon  Bell,  E.  H. 
Heinrichs,  and  R.  G.  Belatti  and  student  representative, 
Larry  Weitzenkamp. 

Dr.  Swanson  moved  that  the  Council  approve  the  min- 
utes of  the  previous  meeting  as  published.  The  motion  was 
seconded  by  Dr.  Buchanan  and  carried. 

Dr.  Hamm  moved  that  the  Council  seat  Dr.  A.  J.  Bar- 
rett as  Councilor  from  the  Black  Hills  District  and  Dr. 
Robert  Stiehl  as  Alternate  Councilor  from  the  Rosebud 
District.  The  motion  was  seconded  by  Dr.  Swanson  and 
carried. 

The  Council  considered  the  report  of  the  Commission  on 
Scientific  Medicine. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  SCIENTIFIC  MEDICINE 

9:30  A.M.  Holiday  Inn  Downtown 

Saturday,  March  22,  1975  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  James  C.  Larson, 
M.D.,  Chairman.  Present  for  roll  call  were  Doctors  Larson, 
R.  R.  Thornton,  W.  J.  Kovarik,  Larry  Sittner,  Kenneth 
Koob,  Joseph  Kass  and  R.  B.  Leander.  Also  in  attendance 
were  Larry  Weitzenkamp,  student  representative  and  Patty 
Butler. 

Dr.  Leander  moved  that  the  reading  of  the  minutes  of 
the  September  meeting  be  waived  inasmuch  as  they  have 
been  published.  The  motion  was  seconded  and  carried. 

The  Commission  reviewed  the  annual  meeting  scientific 
program  and  assigned  moderators  for  the  nine  workshops 
which  will  be  presented  on  Saturday  morning.  May  31. 
The  assignments  were  as  follows: 

9:00  a.in. 

High  Risk  Pregnancy  and  Its  Management — Moderator — 
Larry  Sittner,  M.D. 

Office  Dermatology — Moderator — James  C.  Larson,  M.D. 
Auto-Immune  Disease — Current  Status — Moderator — R.  B. 
Leander,  M.D. 

10:15  a.m. 

Intent,  Benefits  and  Future  of  PSRO — Moderator — R.  B. 
Leander,  M.D. 

Medical  Oncology — Moderator — Kenneth  Koob,  M.D. 

The  Constipated  Baby  and  Child — Moderator — James  C. 
Larson,  M.D. 

11:15  a.in. 

Physician’s  Role  in  PSRO — Moderator — R.  B.  Leander, 
M.D. 

Pediatric  Surgical  Emergencies — Moderator — James  C.  Lar- 
son, M.D.  Diabetic  Retinopathy:  Evaluation  and  Treatment 
— Moderator — Bernie  Hanson,  M.D. 

The  Commission  discussed  continuing  medical  education 
and  its  future  role  for  physicians  in  South  Dakota.  It  was 
the  consensus  of  the  Commission  members  that  it  would  be 
more  acceptable  to  the  doctors  of  South  Dakota  to  have 
continuing  medical  education  mandatory  for  continued 
membership  in  the  Association  rather  than  mandatory  for 
continued  licensure  in  the  state.  The  Commission  members 


also  indicated  that  continuing  medical  education  would 
have  to  be  available  to  all  doctors  in  the  state  before  man- 
datory provisions  could  be  enacted  by  the  State  Association. 
A discussion  on  the  role  of  the  medical  school  in  a program 
of  continuing  medical  education  was  held.  The  Commission 
felt  that  the  program  should  be  under  the  direct  control  of 
the  Association,  through  the  Commission,  but  that  the 
medical  school  could  be  of  great  assistance  in  providing 
educational  programs.  A brief  discussion  of  the  present 
voluntary  program  was  held.  The  ten  hospitals  which  have 
been  designated  as  continuing  medical  education  centers 
could  continue  to  play  an  important  role  in  a mandatory 
program.  It  was  also  mentioned  that  when  the  PSRO  be- 
comes operative,  it  will  provide  information  on  areas  of 
need  for  continuing  medical  education  as  well  as  annual 
meeting  programs. 

Dr.  Sittner  moved  that  the  Commission  recommend  to 
the  Council  that  a questionnaire  be  sent  to  each  physician 
in  the  state  of  South  Dakota  concerning  continuing  medical 
education  and  allow  the  physicians  to  respond  to  us  as  to 
the  content  of  programs  which  would  be  of  interest  to  them 
and  the  format  of  subject  presentation  which  would  be 
most  suitable  as  well  as  their  thoughts  on  what  type  of 
program  would  be  most  convenient  and  available  to  the 
majority  of  members.  The  motion  was  seconded  and  carried. 

The  Commission  recommended  that  the  Chairman  of  the 
Commission  contact  the  appropriate  person  at  the  medical 
school  to  inquire  if  they  would  be  interested  in  providing 
this  type  of  service  to  the  South  Dakota  State  Medical 
Association  in  the  future.  The  Commission  also  recom- 
mended that  the  Subcommittee  on  Continuing  Medical 
Education  be  disbanded  and  the  duties  absorbed  by  the 
Commission  itself,  along  wtih  the  Director  of  Medical 
Education  who  is  an  ex-officio  member  of  the  Commission. 
It  was  the  feeling  of  the  Commission  that  when  this  pro- 
gram is  actually  developed  and  operating,  it  will  be  neces- 
sary for  the  Commission  to  meet  more  often  than  twice  a 
year. 

The  Commission  reviewed  the  Thermography  program 
as  requested  by  the  Council  and  an  in-depth  discussion  was 
held  on  the  operation  of  this  screening  program  in  the 
various  districts.  Dr.  Thornton  moved  that  the  Commission 
recommend  to  the  Council  that  the  South  Dakota  State 
Medical  Association  should  continue  to  endorse  the  screen- 
ing program  and  to  support  it.  The  motion  was  seconded 
and  carried  with  one  dissenting  vote  by  Dr.  Kovarik.  A 
letter  from  the  Aberdeen  District  Medical  Society  indicating 
that  they  will  not  participate  in  the  program  was  read  for 
the  information  of  the  Commission  members. 

The  Commission  reviewed  the  pamphlet  prepared  by  the 
South  Dakota  Blind-Deaf  Program  and  recommended  that 
it  be  provided  to  the  physicians  in  the  state  for  their  infor- 
mation. A request  was  made  that  the  State  Association  be 
informed  of  how  many  unknown  cases  are  located  as  a 
result  of  the  “Project  Identification”  campaign. 

A discussion  was  held  on  the  advisability  of  including  a 
paper  by  the  two  PSRO  authorities  on  the  Friday  afternoon 
session  during  the  annual  meeting.  It  was  determined  that 
if  the  two  speakers  could  arrange  their  travel  schedules  to 
appear  on  the  Friday  afternoon  program,  such  a presenta- 
tion would  be  included  from  4:00  p.m.  to  4:45  p.m.  that 
afternoon.  Two  workshops  on  PSRO  will  be  held  on  Satur- 
day morning  also. 

Dr.  Swanson  moved  that  the  Council  accept  the  report  of 
the  Commission  on  Scientific  Medicine.  The  motion  was 
seconded  by  Dr.  Aspaas.  A discussion  ensued  concerning 
the  continuing  medical  education  program  established  for 
the  state  of  South  Dakota  and  the  availability  of  such  pro- 
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gram  to  physicians  in  rural  areas.  A discussion  was  held 
concerning  the  thermography  screening  program  in  South 
Dakota.  Dr.  Harris  moved  to  amend  the  motion  to  accept 
the  Commission  report  to  state  that  the  Association  will  con- 
tinue to  endorse  the  thermography  screening  program  at  the 
discretion  of  the  individual  district  medical  societies.  The 
motion  was  seconded  by  Dr.  Bell  and  carried.  The  execu- 
tive office  was  instructed  to  correspond  with  Dr.  Haberman 
concerning  this  recommendation  and  urge  her  to  again  con- 
tact the  districts  in  which  she  intends  to  establish  the  screen- 
ing program  inasmuch  as  this  program  was  originally  ap- 
proved for  a one  year  period  of  time  only.  The  motion  to 
accept  the  report  of  the  Commission  on  Scientific  Medicine 
as  amended  was  carried. 

The  Council  considered  the  report  of  the  Commission  on 
Internal  Affairs,  Communications  and  Liaison. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

1:30  P.M.  Downtown  Holiday  Inn 

Saturday,  March  22,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  John  Barlow,  M.D., 
Cht  man.  Present  for  roll  call  were  Doctors  Barlow,  C.  R. 
Stoltz,  W.  O.  Hanson,  Loren  Amundson,  T.  A.  Hohm, 
Jay  Hubner  and  R.  E.  Van  Demark. 

Dr.  Stoltz  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  fall  meeting  inasmuch  as  they  have  been 
published.  The  motion  was  seconded  and  carried. 

The  Commission  reviewed  the  February  financial  report. 

A discussion  of  the  South  Dakota  Journal  of  Medicine 
was  held.  Dr.  Van  Demark  outlined  various  changes  in 
format  which  will  be  made  beginning  with  the  March  issue. 
He  discussed  possible  future  changes  such  as  the  addition 
of  questions  and  answers  for  each  scientific  article  and 
possibly  planning  content  ahead  for  one  year  to  eighteen 
months.  However,  the  addition  of  more  pages  of  copy  will 
depend  entirely  on  additional  pages  of  advertising.  The 
Commission  recommended  that  the  specialty  societies  in 
South  Dakota  again  be  requested  to  purchase  advertising  in 
the  Journal  and  that  an  effort  be  made  to  obtain  sub- 
scriptions from  North  Dakota  physicians  to  increase  our 
circulation  and  perhaps  make  our  Journal  more  attractive 
to  advertisers. 

The  Report  of  the  Joint  Practice  Commission  was  ac- 
cepted for  information  by  the  Commission. 

The  Commission  reviewed  a letter  from  the  Los  Angeles 
County  Medical  Association  regarding  the  TV  documentary 
series,  MEDIX,  for  possible  cosponsorship  by  the  Medical 
Association.  Dr.  Amundson  moved  that  the  Association 
attempt  to  obtain  a copy  of  this  TV  series  for  review  at  the 
annual  meeting,  possibly  through  closed  circuit  TV  before 
a decision  is  made  regarding  future  use  of  the  series  in 
South  Dakota.  The  motion  was  seconded  and  carried. 

A discussion  on  the  malpractice  situation  in  the  state  of 
South  Dakota  was  held.  A review  of  the  action  of  the 
Legislature  was  presented  by  Mr.  Johnson.  Dr.  Stoltz 
moved  that  the  Commission  recommend  to  the  Council 
that  in  view  of  the  present  malpractice  insurance  problems, 
the  State  Association  consider  launching  a public  relations 
program,  either  on  the  state  or  district  level,  for  the  purpose 
of  public  information  regarding  the  problems  and  pos- 
sible solutions;  that  long  range  planning  should  be  con- 
sidered to  the  view  of  trying  to  develop  a medical  compensa- 
tion act  similar  to  Workmen’s  Compensation;  and  that  an 
effort  be  made  to  put  some  limitation  on  the  contingency 
fee  problem.  The  motion  was  seconded  and  carried. 

Representatives  of  the  South  Dakota  Hospital  Association 
met  with  the  Commission  and  presented  several  items  of 
interest  for  consideration  by  the  Commission. 

1.  Designation  of  Health  Service  Area  in  South  Dakota. 


2.  Application  of  South  Dakota  Hospital  Association,  South 
Dakota  State  Medical  Association  and  six  Planning 
Districts  for  designation  as  HSA  in  South  Dakota. 

3.  Allow  South  Dakota  Hospital  Association  to  have  rep- 
resentation on  Board  of  Directors  of  South  Dakota 
Foundation  for  Medical  Care. 

4.  Financial  support  for  four  CHES  organizations  when 
RMP  funds  are  no  longer  available. 

5.  Development  of  a plan  to  provide  optimum  health  care 
to  all  of  rural  South  Dakota,  as  a joint  project. 

The  Commission  indicated  to  the  Hospital  Association 
representative  that  the  State  Medical  Association  concurs 
with  their  position  that  South  Dakota  should  be  designated 
as  one  Health  Service  Area. 

The  Commission  recommends  that  the  State  Association 
take  no  official  position  on  the  suggestion  that  a plan  be 
drawn  up  by  the  Hospital  Association,  Medical  Association 
and  Planning  Districts  to  apply  for  designation  as  an  HSA 
for  the  state. 

The  Commission  recommends  that  the  Board  of  Directors 
of  the  Foundation  for  Medical  Care  give  consideration  to 
the  request  of  the  Hospital  Association  for  representation 
on  that  Board. 

The  Commission  took  no  action  on  the  fifth  point  re- 
garding a plan  for  optimum  health  care  for  rural  South 
Dakota  inasmuch  as  this  project  will  be  a major  considera- 
tion of  the  Health  Service  Area  when  it  is  operative  in  the 
state. 

The  meeting  adjourned  at  5:30  p.m. 

Dr.  Nemer  moved  that  the  Council  accept  the  report 
of  the  Commission  on  Internal  Affairs,  Communication 
and  Liaison.  The  motion  was  seconded  by  Dr.  Begley  and 
carried. 

The  Council  considered  the  report  of  the  Commission  on 
Medical  Service. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  MEDICAL  SERVICE 

1:30  P.M.  Downtown  Holiday  Inn 

Saturday,  March  22,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  B.  C.  Gerber,  M.D., 
Chairman.  Those  present  for  roll  call  were  Doctors  B.  C. 
Gerber,  David  Holzwarth,  J.  A.  Rud,  Anthony  Javurek, 
Curtis  Wait,  Anton  Petres,  W.  B.  Odland,  Warren  Jones, 
Guy  Tam,  Howard  Saylor  and  student  representative,  James 
Cassat.  Also  in  attendance  were  John  Dawson,  M.D.  and 
R.  H.  Hayes,  M.D.  Dr.  Javurek  moved  to  dispense  with  the 
reading  of  the  minutes  of  the  previous  meeting  inasmuch  as 
they  have  been  published.  The  motion  was  seconded  by 
Dr.  Tam  and  carried. 

The  Commission  reviewed  the  minutes  of  the  College 
Health  Task  Force  for  their  information.  Dr.  Gerber  stated 
that  the  subcommittee  will  be  reporting  in  the  near  future 
and  the  task  force  will  then  meet  again,  after  which  meeting 
a report  will  be  submitted  to  the  Commission  or  Council. 

The  Commission  considered  the  appointment  of  a Rural 
Health  Chairman.  Those  nominated  included  Doctors  Ros- 
coe  Dean,  L.  W.  Holland,  and  I.  I.  Kaufman.  Upon  vote 
Dr.  Roscoe  Dean  was  selected  as  Rural  Health  Chairman. 

The  Commission  considered  the  problem  with  regard  to 
the  Vocational  Rehabilitation  Program  and  physical  exams 
and  reports.  Following  a lengthy  discussion  Dr.  Jones 
moved  that  the  chairman  appoint  a subcommittee  to  estab- 
lish guidelines  for  physicians  to  follow  with  regard  to  the 
Vocational  Rehabilitation  Program  and  guidelines  which 
can  be  furnished  to  school  counselors  for  their  use  in 
screening  possible  applicants  for  this  program.  The  motion 
was  seconded  by  Dr.  Odland  and  carried.  Dr.  Gerber  ap- 
pointed Dr.  Saylor  to  chair  this  subcommittee.  Dr.  Saylor 
will  select  two  other  physicians  to  work  with  him  and  report 
to  the  Commission  at  the  fall  meeting. 

The  Commission  discussed  the  problem  whereby  public 
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health  nurses  are  soliciting  patients  for  free  immunizations, 
thus  causing  a lack  of  immunization  records  and  the  loss 
of  control  on  the  part  of  physicians.  The  Commission 
discussed  the  need  for  computerized  records  for  immuniza- 
tions which  could  be  utilized  by  all  physicians,  public  health 
nurses,  etc.  Following  a lengthy  discussion  Dr.  Odland 
moved  that  the  problem  of  obtaining  these  immunizations 
for  the  public  through  the  public  health  system  be  referred 
to  the  Department  of  Health  for  improvement  of  authenti- 
cating and  recording  immunizations  and  a study  be  carried 
out  through  that  department  for  better  communication  and 
dissemination  of  information.  The  motion  was  seconded  by 
Dr.  Saylor  and  carried. 

Dr.  Jones  reported  on  the  progress  at  the  School  of  Med- 
icine for  the  Commission’s  information.  He  reported  that  at 
the  present  time  interviews  are  being  conducted  for  Chair- 
man of  the  Department  of  Internal  Medicine.  He  stated  that 
only  those  students  (28)  who  are  transferring  to  out  of  state 
schools  for  their  junior  and  senior  years  will  participate  in 
the  sophomore  preceptorship  program  this  year.  He  re- 
ported that  the  first  new  class,  the  Basics  of  Patient  Care, 
is  scheduled  to  begin  in  mid  May  and  that  the  junior 
clerkships  begin  in  mid  July.  He  also  reported  on  negotia- 
tions with  the  Veterans  Administration.  Mr.  Cassat  re- 
quested clarification  on  the  Health  Professions  Loan  Fund 
established  several  years  ago  by  the  legislature  and  the  fact 
that  loans  will  no  longer  be  available  to  medical  students 
from  this  fund.  Mr.  Johnson  explained  that  this  loan  fund 
was  originally  established  to  assist  students  who  must  receive 
their  education  out  of  state  inasmuch  as  South  Dakota  did 
not  offer  such  programs.  However,  now  that  South  Dakota 
has  a four  year  medical  school,  students  of  medicine  will  no 
longer  be  included  in  this  loan  program.  Dr.  Jones  briefly 
reviewed  the  loan  program  of  the  South  Dakota  Medical 
School  Endowment  Association,  and  urged  physicians  to 
continue  to  support  this  program  inasmuch  as  more  loan 
funds  will  be  needed  with  the  four  year  medical  school. 

1 he  Commission  suggested  that  the  Endowment  Association 
study  the  possibility  of  using  its  monies  to  guarantee  loans 
through  banks  similar  to  the  AMA-ERF  program.  Also 
the  Commission  suggested  that  perhaps  the  Auxiliary  could 
be  encouraged  to  contribute  to  the  Endowment  Association 
directly  rather  than  to  AMA-ERF. 

Mr.  Johnson  reported  that  the  chiropractors  proposed 
amendment  to  the  Bylaws  of  the  South  Dakota  High 
School  Activities  Association  which  would  allow  them  to 
perform  athletic  physical  exams  was  defeated  by  a greater 
margin  than  in  previous  years. 

Mr.  Johnson  reported  on  the  crisis  situation  with  regard 
to  the  malpractice  problem  and  the  legislation  which  was 
introduced  into  the  1975  legislature.  He  stated  that  an  LRC 
committee  will  study  the  malpractice  problem  and  make 
recommendations  for  the  1976  legislative  session.  Dr.  Od- 
land stated  that  he  received  a form  from  his  malpractice 
insurer  requesting  his  signature  whereby  he  agrees  to  ac- 
cept a claims  made  policy.  The  Commission  was  apprised 
that  to  date  the  Insurance  Commissioner  has  not  approved 
a claims  made  policy  for  the  state  of  South  Dakota.  Dr. 
Odland  moved  that  the  executive  office  encourage  individual 
physicians  to  be  aware  of  private  contracts  or  agreements 
from  malpractice  insurers  with  regard  to  a claims  made 
policy  and  encourage  them  not  to  sign  such  agreements 
until  approval  is  obtained  by  the  companies  from  the  In- 
surance Commissioner.  The  motion  was  seconded  by  Dr. 
Saylor  and  carried.  The  Commission  recommended  that  a 
letter  concerning  this  matter  be  sent  to  each  district  secre- 
tary and  a notice  carried  in  the  next  Grab  Bag. 

Mr.  Franklyn  Krogman  of  the  Emergency  Health  Serv- 
ices Program  of  the  State  Health  Department  appeared 
before  the  Commission  and  reviewed  the  Emergency  Med- 
ical Services  Program  and  the  survey  sent  to  South  Dakota 
physicians  concerning  referrals.  He  stated  that  before  this 


program  can  receive  additional  funds  they  are  required  to 
provide  background  material  verifying  the  number  and 
locations  of  medical  regions  for  the  state;  which  in  South 
Dakota  appears  to  be  two,  west  river  and  east  river.  Mr. 
Krogman  stated  that  the  survey  sent  out  to  physicians  was 
to  collect  raw  data  with  regard  to  the  regions  in  South 
Dakota  and  no  other  interpretation  should  or  would  be 
given  to  this  information  by  the  Health  Department.  Dr. 
Jones  moved  that  the  Commission  recommend  the  approval 
of  the  concept  of  the  Emergency  Health  Services  Program 
with  regard  to  an  east  and  west  region.  The  motion  was 
seconded  by  Dr.  Saylor  and  carried. 

The  Commission  considered  the  letter  from  the  State 
Health  Department  with  regard  to  a “Certificate  of  Need” 
for  a cardiac  surgical  service  in  South  Dakota.  Following 
a lengthy  discussion  Dr.  Jones  moved  that  the  Commission 
go  on  record  approving  the  concept  of  a cardiac  surgical 
service  in  South  Dakota.  The  motion  was  seconded  by 
Dr.  Saylor  and  carried.  Vote:  8 for;  2 against.  Dr.  Holz- 
warth  and  Dr.  Gerber.  Dr.  Jones  moved  that  the  concept 
of  placing  the  cardiac  surgical  service  in  Sioux  Falls  be 
approved  by  the  Commission.  The  motion  was  seconded  by 
Dr.  Tam  and  carried.  Vote:  8 for;  1 against.  Dr.  Holzwarth; 

1 abstention,  Dr.  Gerber.  Dr.  Jones  moved  that  the  Com- 
mission approve  the  opinion  of  the  medical  community  of 
Sioux  Falls  as  to  where  the  cardiac  surgical  service  should 
be  placed.  The  motion  was  seconded  by  Dr.  Rud  and 
carried.  Vote:  8 for;  1 against.  Dr.  Holzwarth;  1 abstention, 
Dr.  Gerber. 

Dr.  Gerber  read  a request  from  Harvard  and  Radcliffe 
colleges  concerning  undergraduate  students  who  are  in- 
terested in  coming  to  a rural  area  for  one  year  to  work 
either  in  a hospital  or  with  a physician  for  no  salary;  how- 
ever, room  and  board  must  be  furnished.  The  Commission 
recommended  that  Dr.  Gerber  answer  the  letter  and  sug- 
gest that  the  colleges  disseminate  this  information  to  the 
physicians  in  South  Dakota  through  individual  letters. 

The  meeting  adjourned  at  4:45  p.m. 

Dr.  Bell  moved  that  the  Council  accept  the  report  of  the 
Commission  on  Medical  Service.  The  motion  was  seconded 
by  Dr.  Belatti.  A discussion  was  held  concerning  the 
Emergency  Medical  Services  Program  of  the  State  Health 
Department  for  the  Council's  clarification.  A lengthy  dis- 
cussion was  held  concerning  the  section  of  the  report  con- 
cerning the  Certificate  of  Need  request.  Dr.  Harris  moved 
that  the  portion  of  the  report  concerning  Certificate  of 
Need  be  deleted  and  at  the  annual  meeting  a brief  presen- 
tation be  made  by  Dr.  Jones  and  anyone  else  he  designates 
before  the  Council  in  support  of  the  concept  and  a decision 
made  at  that  time  regarding  the  Association’s  endorsement. 
The  motion  was  seconded  by  Dr.  Hamm.  Dr.  Tracy  moved 
to  amend  the  amendment  to  state  that  the  chairman  of  the 
Council  appoint  a committee  to  study  this  matter  and  re- 
port at  the  next  Council  meeting.  The  motion  was  seconded 
by  Dr.  Nemer  and  carried.  The  amendment  as  amended  was 
carried.  The  motion  to  accept  the  Commission  report  as 
amended  was  carried. 

I he  Council  adjourned  for  lunch  and  reconvened  at 
1:30  p.m. 

Dean  Karl  Wegner  gave  a brief  report  on  the  activities 
of  the  Medical  School  for  the  information  of  the  Council. 

The  Council  considered  the  report  of  the  Commission  on 
Legislation  and  Governmental  Relations. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

9:30  A.M.  Downtown  Holiday  Inn 

Saturday,  March  22,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Richard  Gere,  M.D., 
Chairman.  Those  present  for  roll  call  were  Doctors  R.  G. 
Gere,  R.  H.  Hayes,  Bill  Church,  L.  W.  Karlen,  R.  B.  Henry, 
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M.  R.  Cosand  and  R.  R.  Lawrence.  Dr.  Church  moved  to 
dispense  with  the  reading  of  the  minutes  of  the  previous 
meeting  inasmuch  as  they  have  been  published.  The  motion 
was  seconded  by  Dr.  Karlen  and  carried. 

The  Commission  considered  the  recommendation  from 
the  Commission  on  Medical  Service  with  regard  to  possible 
legislative  changes  in  the  Physician  Assistant  Act  which 
would  enable  the  School  of  Medicine  to  establish  a Physician 
Assistant  program.  The  Commission  was  apprised  that 
following  a re-review  of  the  Physician  Assistant  Act  it  was 
determined  that  changes  were  not  necessary  in  order  to 
establish  such  a program;  therefore,  no  action  was  taken. 

The  Commission  considered  the  recommendation  from 
the  Long  Range  Planning  Committee  to  study  the  possi- 
bility of  making  continuing  education  for  physicians  man- 
datory for  licensure  or  for  membership  in  the  State  Asso- 
ciation. The  Commission  requested  that  the  executive  of- 
fice send  to  each  Commission  member  a copy  of  the  Con- 
tinuing Medical  Education  program  as  established  by  Dr. 
Heinrichs  and  that  this  matter  be  considered  at  the  fall 
meeting  of  the  Commission. 

Mr.  Johnson  reported  that  the  amendment  proposed  by 
the  chiropractors  to  the  Bylaws  of  the  South  Dakota  High 
School  Activities  Association  allowing  them  to  perform 
athletic  physical  exams  was  defeated  by  a larger  margin 
than  in  previous  years. 

Mr.  Johnson  reviewed  the  1975  legislative  session  for  the 
Commission  members  with  particular  regard  to  the  mal- 
practice legislation  sponsored  by  the  Association.  The  Com- 
mission discussed  the  LRC  study  to  be  undertaken  this  year 
with  regard  to  the  malpractice  problem  in  South  Dakota. 
The  executive  office  was  directed  to  send  to  the  members 
of  the  Commission  on  Legislation  and  Governmental  Rela- 
tions and  to  the  Councilors  the  names  of  those  appointed 
to  this  study  committee. 

The  Commission  reviewed  the  National  Medical  Mal- 
practice Insurance  and  Arbitration  Act  which  has  been 
proposed.  It  was  the  feeling  of  the  Commission  that  the 
malpractice  problem  can  best  be  handled  at  the  state  level 
rather  than  by  national  legislation.  The  Commission  recom- 
mended that  an  item  be  carried  in  the  Grab  Bag  with  regard 
to  the  National  Medical  Malpractice  legislation  which  has 
been  proposed  and  the  objections  which  medicine  might 
have  to  this  legislation. 

The  Commission  again  reviewed  the  Disabled  Physician 
Act  which  has  been  proposed  by  the  AMA  as  model  legisla- 
tion at  the  state  level.  The  Commission  took  no  action  at 
this  time,  but  will  consider  this  proposal  at  a future  time 
if  it  is  felt  to  be  necessary. 

The  Commission  reviewed  the  Conference  of  Insurance 
Legislators  Act  (COIL)  as  proposed  by  Senator  Daniel 
Foley  for  their  information.  This  bill  is  the  state  approach 
to  national  health  insurance  and  was  introduced  in  ap- 
proximately 15  state  legislatures  this  year.  At  the  present 
time  information  is  not  available  on  the  outcome  of  the 
bill  in  those  states. 

The  Commission  reviewed  the  proposed  national  health 
care  bill  for  their  information.  Mr.  Johnson  stated  that  a 
number  of  amendments  have  been  made  to  this  bill  to  date. 

The  Commission  discussed  the  need  for  a lobbyist  during 
the  legislative  session  and  the  most  effective  way  of  utilizing 
such  lobbyist  along  with  physician  support.  The  Com- 
mission commended  Mr.  Johnson  for  the  excellent  way  in 
which  he  handled  the  interests  of  the  Association  during 
the  legislative  session  and  his  diligence  in  promoting  the 
malpractice  legislation  on  behalf  of  the  Association  mem- 
bers. Mr.  Johnson  indicated  that  next  year  bills  will  be 
prefiled;  therefore,  the  Association  will  have  more  time  to 
study  and  prepare  for  the  session. 

The  Commission  discussed  the  possibility  of  a central 
health  program  for  the  state  of  South  Dakota.  Mr.  Johnson 
explained  the  establishment  of  the  Health  Services  Agency 


and  the  recommendation  of  the  Council  that  the  RMP-CHP 
Advisory  Group  apply  for  that  position  in  the  state  of 
South  Dakota.  He  stated  that  the  Governor  must  make  a 
recommendation  concerning  the  appointment  of  the  HSA 
by  May  3 and  that  this  group  will  have  control  over  federal 
funds  which  are  available  for  health  planning  in  the  state. 

Dr.  Gere  read  a request  received  from  the  American 
Academy  of  Ophthalmologists  for  donations  to  assist  them 
in  paying  their  legal  fees  with  regard  to  a dispute  with 
optometrists.  This  was  for  the  information  of  the  members. 

It  was  the  feeling  of  the  Commission  that  during  the 
1976  legislative  session  the  Association  concentrate  on  alle- 
viating the  malpractice  situation  in  South  Dakota.  The 
following  are  suggestions  for  possible  action  at  the  next 
meeting  and  inclusion  in  the  legislative  program  for  next 
year. 

1.  Limit  the  rules  of  evidence  (limit  the  use  of  text  books 
and  require  expert  witnesses  to  be  from  South  Dakota 
or  the  immediate  surrounding  area.) 

2.  Revise  the  statute  of  limitations  (remove  the  suicide 
clause  or  possibly  lower  the  limit.) 

3.  Place  a limitation  on  liability  (similar  to  workmen’s 
compensation.  Indiana  has  such  a proposal  and  the 
executive  office  was  directed  to  send  copies  of  this  to 
the  Commission  members.) 

4.  Arbitration. 

5.  Res  ipsa  loquitur  (must  prove  negligence.) 

Dr.  Hayes  briefly  discussed  his  position  as  Secretary  of 
the  Department  of  Health  and  the  working  relationship  of 
that  department  with  the  Association. 

The  meeting  adjourned  at  12:45  p.m. 

Dr.  Heinrichs  moved  that  the  Council  recommend  to  the 
Commission  that  consideration  be  given  to  making  con- 
tinued medical  education  mandatory  for  membership  in  the 
State  Medical  Association  rather  than  mandatory  for  licen- 
sure. The  motion  was  seconded  by  Dr.  Bell  and  carried.  Dr. 
Harris  moved  that  the  Council  accept  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations. 
The  motion  was  seconded  by  Dr.  Reaney  and  carried. 

The  Council  considered  the  nominations  for  the  Asso- 
ciation’s Distinguished  Service  Award.  A secret  ballot  was 
taken  and  the  recipient  will  be  announced  at  the  banquet 
of  the  annual  meeting.  The  Council  considered  the  nom- 
inations for  the  Association's  Community  Service  Award. 
A secret  ballot  was  taken  and  the  recipient  will  be  an- 
nounced at  the  annual  meeting  banquet.  The  Council  con- 
sidered nominees  for  the  C.  B.  Alford  Award  presented  by 
the  State  Health  Department.  Dr.  Ryan  moved  that  the 
Council  select  a recipient  for  this  award  today;  however, 
if  this  will  be  an  annual  award,  the  Health  Department 
should  submit  nominations  at  the  winter  Council  meeting 
for  consideration.  The  motion  was  seconded  by  Dr.  Jones 
and  carried.  Vote:  21  for;  1 against.  A secret  ballot  was 
taken  and  the  recipient  will  be  announced  at  the  annual 
meeting  banquet. 

Mr.  Johnson  briefly  reported  on  the  activities  of  the 
Foundation  for  Medical  Care  for  the  information  of  the 
Council. 

The  Council  considered  the  report  of  the  Malpractice 
Select  Committee  as  submitted  by  Dr.  George  Smith,  Com- 
mittee Chairman.  The  Council  discussed  at  some  length 
the  report  of  the  Committee  and  the  study  to  be  undertaken 
by  the  Legislative  Research  Council.  Dr.  Lewis  moved  that 
the  Council  accept  the  report  of  the  Malpractice  Select 
Committee.  The  motion  was  seconded  by  Dr.  Quinn  and 
carried.  Vote:  19  for;  3 against.  Dr.  Ryan  moved  that  the 
Council  or  executive  committee  after  receiving  information 
from  Mr.  Dodge  offer  to  meet  with  the  Legislative  Re- 
search Council  and  discuss  the  malpractice  problem  in  the 
state  of  South  Dakota.  The  motion  was  seconded  by  Dr. 
Begley.  Dr.  Lewis  moved  to  amend  the  motion  to  extend 
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this  invitation  only  after  receiving  the  approval  of  Mr. 
Dodge,  the  consultant.  The  motion  was  seconded  by  Dr. 
Begley  and  carried.  The  motion  as  amended  was  passed. 
The  Council  discussed  at  length  the  claims  made  policies. 
The  Council  then  considered  the  resolution  submitted  by 
the  Seventh  District  Medical  Society  with  regard  to  pro- 
fessional liability  insurance.  Dr.  Begley  moved  that  the 
Council  table  the  resolution  submitted  by  the  Seventh  Dis- 
trict. The  motion  was  seconded  by  Dr.  Tracy  and  carried. 

Dr.  Sattler  and  Dr.  Hayes  reviewed  the  status  of  the 
Health  Service  Area  for  the  state  of  South  Dakota  for  the 
Council’s  information.  The  Council  reviewed  a plan  which 
hopefully  will  be  the  accepted  plan  for  the  state  of  South 
Dakota  and  which  is  felt  to  be  the  best  possible  and  most 
reasonable  for  the  state. 

Dr.  Buchanan  briefly  reported  on  the  status  of  the  Huron 
court  case.  He  stated  that  the  hospital  has  indicated  they 
intend  to  file  an  appeal,  and  that  it  will  probably  be  many 
months  before  the  case  is  settled. 

Dr.  Ryan  briefly  discussed  a proposal  to  hold  a joint 
meeting  of  AMPAC  representatives  with  an  upcoming 
Council  meeting.  This  would  be  a workshop  of  2-4  hours 
duration  prior  to  the  Council  meeting  and  would  assist 
physicians  in  working  with  legislators  on  a local  level. 
Dr.  Ryan  moved  that  AMPAC  representatives  be  invited  to 
put  on  such  a workshop  at  a future  Council  meeting.  The 
motion  was  seconded  by  Dr.  Odland  and  carried. 

The  Council  considered  four  nominees  for  honorary  life 
membership  in  the  State  Association.  Dr.  Nemer  moved 
that  I.  D.  Eirinberg,  M.D.,  Fred  Stahmann,  M.D.,  D.  L. 
Kegaries,  M.D.,  Robert  Bray,  M.D.  be  named  honorary 
life  members  of  the  South  Dakota  State  Medical  Associa- 
tion. The  motion  was  seconded  by  Dr.  Swanson  and  carried. 

Mr.  Johnson  briefly  reviewed  the  annual  meeting  schedule 
for  the  Council’s  information.  A discussion  was  held  con- 
cerning registration  fees  for  widows  and  honorary  mem- 
bers, and  it  was  noted  that  special  consideration  has  been 
given  to  these  two  categories. 

The  Council  considered  the  request  to  have  Representa- 
tive Larry  Pressler  attend  the  annual  meeting.  Dr.  Begley 
moved  that  the  Council  invite  the  South  Dakota  Congres- 
sional delegation  to  attend  the  annual  meeting  on  an  in- 
formal basis.  The  motion  was  seconded  by  Dr.  Heinrichs 
and  carried. 

Dr.  Hayes  briefly  discussed  his  position  with  the  State 
Health  Department  and  the  working  relationship  which  that 
department  has  had  with  the  State  Medical  Association 
during  the  past  few  years.  Dr.  Jones  moved  that  the  Council 
extend  a vote  of  confidence  to  Dr.  Hayes  as  Secretary  of 
the  State  Health  Department.  The  motion  was  seconded  by 
Dr.  Odland  and  carried. 

Mr.  Johnson  discussed  a request  for  donations  to  the 
South  Dakota  Council  on  Economic  Education.  Following 
discussion  Dr.  Bell  moved  that  the  Council  authorize  an 
annual  contribution  of  $75  for  a three  year  period  in  sup- 
port of  the  South  Dakota  Council  on  Economic  Education. 
The  motion  was  seconded  by  Dr.  Tracy  and  carried. 

The  Council  considered  the  recommendation  from  the 
Student  Councilor  with  regard  to  proposed  bylaw  changes. 
Dr.  Heinrichs  moved  that  the  Council  submit  these  pro- 
posed bylaw  changes  to  the  House  of  Delegates.  The  motion 
was  seconded  by  Dr.  Aspaas  and  carried.  The  Council  then 
considered  the  proposed  requirements  and  privileges  for 
student  members  as  submitted  by  the  Student  Councilor. 
Dr.  Tracy  moved  that  the  Council  table  this  matter  until 
action  has  been  taken  by  the  House  of  Delegates  on  the 
proposed  bylaw  changes.  The  motion  was  seconded  by 
Dr.  Buchanan  and  carried. 

Dr.  Swanson  briefly  discussed  the  announcement  from 
the  Department  of  HEW  with  regard  to  the  regulating  of 
physician  fees  to  be  effective  July  1,  1975.  The  Council 
noted  that  the  AMA  is  aware  of  this  matter  and  has  filed 


objections. 

The  Council  received  a list  of  openings  on  AMA  Councils 
and  Committees  for  their  review  and  for  submitting  nom- 
inations. Dr.  Heinrichs  moved  that  the  Councilors  take 
this  information  back  to  their  districts  and  submit  any 
nominees  at  the  next  Council  meeting.  The  motion  was 
seconded  by  Dr.  Hamm  and  carried. 

The  Council  reviewed  the  opinion  of  legal  counsel  con- 
cerning the  transfer  of  the  State  Utilization  and  Insurance 
Review  Committee  to  the  Foundation  for  Medical  Care. 
Dr.  Swanson  moved  that  the  Association  transfer  the  duties 
of  the  State  Utilization  and  Insurance  Review  Committee 
to  the  Foundation  for  Medical  Care.  The  motion  was 
seconded  by  Dr.  Odland  and  carried. 

Dr.  Barrett  discussed  the  requirements  for  physician  as- 
sistant licensure  renewal  with  regard  to  continuing  educa- 
tion and  the  scientific  portion  of  the  State  Medical  Asso- 
ciation meeting.  Dr.  Barrett  moved  that  physician  assistants 
be  allowed  to  attend  the  scientific  sessions  of  the  annual 
meeting  for  their  continuing  education  requirements.  The 
motion  was  seconded  by  Dr.  Hamm.  Dr.  Bell  moved  to 
amend  the  motion  to  allow  physician  assistants  to  attend  the 
scientific  sessions  this  year  only  and  that  the  matter  be 
reviewed  following  the  annual  meeting.  The  motion  was 
seconded  by  Dr.  Odland  and  carried.  Vote:  21  for;  1 
against.  The  motion  as  amended  was  carried. 

The  Council  discussed  the  utilization  review  regulations 
as  proposed  by  the  Department  of  HEW.  Dr.  Bell  moved 
that  the  Council  affirm  that  the  South  Dakota  State  Medi- 
cal Association  supports  this  suit  and  encourage  the  support 
of  the  South  Dakota  Hospital  Association.  The  motion  was 
seconded  by  Dr.  Buchanan  and  carried. 

Dr.  Quinn  discussed  news  releases  and  the  policy  of  the 
State  Medical  Association  with  regard  to  such  releases. 
Dr.  Jones  moved  that  the  Council  commend  the  Rural 
Electric  Association  for  their  excellent  paper  with  regard 
to  the  medical  situation  in  the  state  of  South  Dakota.  The 
motion  was  seconded  by  Dr.  Begley  and  carried. 

Dr.  Harris  briefly  reviewed  the  HMO  feasibility  study 
which  is  taking  place  in  the  Black  Hills  area  for  the 
Council’s  information. 

The  meeting  adjourned  at  4:15  p.m. 
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gestion of  alcohol  and  other  CNS  depres- 
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symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 
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although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
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the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
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There  are  other  advan- 
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days  rather  than  in  a week  or 
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longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 
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carefully  pharmacology  of  agents  em- 
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narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
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smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
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Future  Meetings 


August 

Recent  Advances  in  Gastroenterology, 

Aspen,  CO,  Aug.  4-8.  19  hours 
AMA  credits.  Office  of  Postgradu- 
ate Med.  Ed.,  U.  of  Colo.,  School 
of  Medicine,  Cont.  No.  C295,  4200 

E.  9th  Ave.,  Denver,  CO  80220. 

Office  and  Sports  Orthopedics,  Aspen, 
CO,  Aug.  13-16.  19  hours  AMA 
credits.  Office  of  Postgraduate  Med. 
Ed.,  U.  of  Colo.,  School  of  Medi- 
cine, Cont.  No.  C295,  4200  E.  9th 
Ave.,  Denver,  CO  80220. 

Black  Hills  Seminar,  Howard  John- 
son Motor  Lodge,  Rapid  City,  SD, 
Aug.  15-16.  10  hours  prescribed 
AAFP  credit.  Sec.-Treas:  L.  H. 
Amundson,  M.D.,  3001  South 

Holly,  Sioux  Falls,  SD  57105. 

Gynecology,  Jackson  Hole,  WY,  Aug. 
18-21.  22  hours  AMA  credit.  Office 
of  Postgraduate  Med.  Ed.,  U.  of 
Colo.,  School  of  Medicine,  Cont. 
No.  C295,  4200  E.  9th  Ave.,  Den- 
ver, CO  80220. 

Practical  Dermatology  for  Primary 
Care  Physicians:  A National  Sym- 
posium, Minneapolis,  MN,  Aug. 
22,  23,  24.  Regis,  fee  — $200.  15 
hrs.  prescribed  AAFP  credits.  Of- 
fice of  Continuing  Med.  Ed.,  Box 


293  Mayo,  Memorial  Bldg.,  U.  of 
Minn.,  Minneapolis,  MN  55455. 


September 

Critical  Care  Medicine  for  Physicians, 

Room  B-37,  Creighton  Health  Cen- 
ter, 10th  & Dorcas  St.,  Omaha,  NE, 
Sept.  3-7.  21  hours  prescribed 
AAFP  credits.  Coord:  Anthony  J. 
Carnazzo,  M.  D.,  Depart,  of  Sur- 
gery, Creighton  U.  School  of  Med., 
2500  California  St.,  Omaha,  NE 
68178. 

Professional  Activity  Study,  Ann 

Arbor,  MI,  June  5.  Regis,  fee — 
$65.  Category  I AMA  credits  and 
elective  AAFP  credits.  Commis- 
sion on  Professional  and  Hospital 
Activities,  1968  Green  Road,  Ann 
Arbor,  MI  48105. 

12th  Annual  Hospital  Medical  Staff 
Conference,  Estes  Park,  CO,  Sept. 
8-12.  34  credit  hours.  Office  of 
Postgraduate  Med.  Ed.,  U.  of  Colo., 
School  of  Medicine,  Cont.  No. 
C295,  4200  E.  9th  Ave.,  Denver, 
CO  80220. 

Family  Practice  Review,  U.  of  Neb. 
Med.  Center,  42nd  & Dewey  St., 
Omaha,  NE  68105,  Sept.  15-26. 
100  hours  prescribed  AAFP  credits. 
$475  fee.  Dir:  Robert  R.  Moutrie, 
Continuing  Ed.,  U.  of  Neb.  Med. 


Center,  42nd  & Dewey  St..  Omaha, 
NE  68105. 

October 

43rd  Annual  Postgraduate  Assembly 
of  the  Omaha  Mid-West  Clinical 
Society,  Omaha  Hilton  Hotel, 
Omaha,  NE,  Oct.  27-29.  Ex.  Sec: 
Mrs.  Mary  E.  Pilloud,  1040  Medi- 
cal Arts  Bldg.,  Omaha,  NE  68102. 

27th  Annual  Scientific  Program  and 
Workshops  of  the  Society  for 
Clinical  and  Experimental  Hyp- 
nosis, Center  for  Continuing  Edu- 
cation, U.  of  Chicago,  Chicago,  IL, 
Oct.  7-12.  Adm.  Sec:  Mrs.  Marion 
Kenn,  SCEH,  205  West  End  Ave., 
Apt.  IP,  New  York,  NY  10023. 

Obstetrical  & Gynecological  Review 
Course,  Sonesta  Beach  Hotel  & 
Tennis  Club,  Key  Biscayne,  FL, 
Oct.  18-23.  Div.  of  Continuing 
Med.  Ed.,  U.  of  Miami  School  of 
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CASE  NO.  638326 

DR.  BARLOW:  Today  we  are  going  to  have  a little 
different  kind  of  a CPC  in  that  it  will  consist  mainly 
of  a case  discussion.  The  patient  was  one  of  Dr.  War- 
ren Jones***  who  will  present  the  case. 

Previous  Admission:  10-14-68  to  10-17-68.  Diagnoses- 
atrial  flutter-fibrillation  without  frank  evidence  of  underly- 
ing heart  disease  and  moderate  nicotine  habit.  Blood  pres- 
sure 132  systolic,  78  diastolic;  pulse  84  irregular.  Urinalysis, 
complete  blood  count,  and  blood  urea  nitrogen  were  within 
normal  limits.  A serologic  test  for  syphilis  was  non  reactive. 

11-4-68  to  11-6-68  - recurrent  atrial  flutter  with  a variable 
AV  block  in  a patient  who  had  a cardiovascular  system 
otherwise  within  normal  limits.  Blood  pressure  110  systolic 
68  diastolic;  pulse  120  irregular.  Urinalysis,  complete  blood 
count  were  within  normal  limits. 

10-3-69  to  10-6-69  - the  patient  had  been  cardioverted 
several  times  but  had  reverted  to  atrial  flutter.  He  required 
the  use  of  both  quinidine  and  digitalis  in  order  to  hold 
normal  sinus  rhythm.  On  this  admission,  he  was  admitted 
with  recurrent  atrial  flutter  with  a variable  AV  block.  The 
patient  again  underwent  cardioversion  and  was  discharged. 
Blood  pressure  130  systolic,  78  diastolic;  pulse  80. 

9-29-72  to  9-30-72  - paroxysmal  atrial  flutter.  The  patient 
underwent  cardioversion  and  once  again  was  discharged. 
Blood  pressure  132  systolic,  76  diastolic;  pulse  84.  Blood 
count  and  urinalysis  again  were  within  normal  limits.  The 
patient  was  maintained  on  quinidine. 

3-7-73  - repeat  cardioversion  for  atrial  flutter.  The  patient 
was  given  propanlol;  blood  pressure  114  systolic,  74  diastol- 
ic; pulse  76. 

Admission  8-12-74  to  8-22-74.  This  57-year-old  Caucasian 
male  was  admitted  with  chief  complaint  of  weight  loss, 
fatigue  and  a feeling  that  “something  was  not  right"  for 
eight  months.  There  was  a weight  loss  of  an  estimated  20 
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pounds  without  diet  and  he  also  complained  of  occasional 
•‘fevers,"  an  unusual  taste  in  his  mouth,  increasing  thirst,  and 
nocturia  three  to  four  times  a night.  He  had  developed  in- 
creasing impotence  for  several  months.  There  was  no 
anorexia  or  chest  pain.  He  had  had  a bout  of  “hepatitis” 
several  months  previous.  There  was  also  dribbling  of  urina- 
tion. Review  of  systems  was  unremarkable.  The  patient  was 
on  quinidine  and  had  smoked  one  pack  a day  for  15  years, 
but  had  not  smoked  the  past  four  or  five  years. 

PHYSICAL  EXAMINATION:  Temperature  99°F..  p.ilse 
88  per  minute  and  regular,  blood  pressure  210  systolic,  110 
diastolic.  Respirations  16  per  minute.  The  patient  was  a 
somewhat  emaciated,  sallow  male  appearing  much  older 
than  his  stated  age.  The  pupils  were  slightly  asymmetric 
with  the  right  being  moderately  greater  than  the  left,  but 
both  pupils  reacted  to  light  and  accommodation.  There  were 
Grade  II  Keith  Wagner  retinal  arterial  changes.  There  was 
moderate  gingival  hypertrophy  and  numerous  caries  of  the 
teeth.  The  chest  was  clear  to  auscultation  and  percussion. 
The  heart  was  of  normal  size  to  percussion.  There  was  an 
early  systolic  grade  I apical  murmur  without  transmission.  A 
2 was  greater  than  P 2.  There  were  no  ex'ra  sounds.  There 
was  a carotid  thrill  palpable  on  the  right.  The  carotids  were 
2+  on  the  right  and  1 + on  the  left.  There  was  a bruit  over 
both  carotids,  the  abdominal  aorta  and  both  femoral  ar- 
teries. There  were  prominent  superficial  temporal  arteries 
on  both  sides.  The  dorsalis  pedis  pulses  were  diminished 
bilaterally  but  the  posterior  tibial  pulses  were  2 + , bilaterally. 
Allen’s  test  revealed  poor  perfusion  of  both  radial  and  ulnar 
arteries  bilaterally.  The  liver  descended  3 cm.  below  the 
right  costal  margin  in  the  anterior  axillary  line  with  a total 
span  of  12  cm.  Rectal  and  neurologic  examination  were 
negative. 

LABORATORY  DATA:  Urinalysis,  yellow,  clear,  specific- 
gravity  1.020,  pH  6.0,  2+  protein,  negative  for  glucose, 
ketone  bodies,  bile,  hemoglobin;  sediment-3  to  4 white 
cells/hpf,  1 to  2 red  cells/hpf.  Hemoglobin  14.2  gms/dl, 
red  count  5.04  million/mm3.  Hematocrit  42  vols/dl.  mean 
corpuscular  hemoglobin  28  micromicrograms,  mean  cor- 
puscular volume  82  cubic  rnicra,  mean  corpuscular  hem- 
oglobin concentration  34%,  total  leukocyte  count  7,400/mm3 
with  85%  segmented  neutrophils,  1%  neutrophilic  bands, 
2%  eosinophils,  12%  normal  lymphocytes.  An  erythrocyte 
sedimentation  rate  was  7 mm/hr.  Platelets  were  normal  in 
number  and  morphology  on  the  smear  and  the  red  cells 
were  normochromic,  norinocytic.  A serum  potassium  was 


JULY  1975 


7 


3.1  meq/L,  12  panel  survey  and  amylase  were  within 
normal  limits.  Two  blood  cultures  and  a urine  culture 
showed  no  growth.  An  intermediate  PPD  and  skin  tests  for 
blastomycin,  coccidioidin  and  histoplasmin  showed  no  in- 
duration. An  electrocardiogram  was  read  as  abnormal  with 
left  axis  deviation  and  left  ventricular  hypertrophy  and  ST-T 
wave  changes,  some  of  which  were  thought  to  be  secondary 
to  left  ventricular  hypertrophy  and/or  ischemia.  There  was 
poor  progression  of  R waves  in  VI  to  V3  consistent  with 
left  ventricular  hypertrophy,  or  possibly  an  old  anterior 
myocardial  infarction.  The  tracing  was  felt  to  be  changed 
from  previous  patterns  which  showed  atrial  flutter.  A 
phomoeardiogram  showed  a high  pitched  systolic  murmur 
extending  from  SI  to  mid-systole.  There  was  an  opening 
snap  sound  of  the  tricuspid  valve.  There  was  a pansystolic, 
diamond  shaped  thrill  over  the  right  carotid.  A chest  film 
showed  minimal  pleural  thickening  in  both  apices.  The  lung 
fields  were  clear.  There  was  hyperresonance. 

A barium  enema  showed  a probable  appendiceal  stump  in 
the  cecum  and  a negative  colon  and  terminal  ileum.  An 
upper  gastrointestinal  series  showed  atrophic  rugae  in  the 
stomach  with  a negative  esophagus,  stomach  and  duodenum. 
A small  howel  series  was  negative.  A hypertensive  intraven- 
ous pyelogram  revealed  that  the  right  kidney  was  smaller 
than  the  left.  The  right  collecting  system  was  only  partially 
demonstrated  and  did  not  show  any  dilatation  or  growth 
deformity.  The  delayed  opacification  in  the  right  collecting 
system  and  the  small  right  kidney  were  thought  to  be  on  the 
basis  of  renal  vascular  disease  and  further  study  by  renal 
arteriography  was  suggested.  Pyelonephritis  was  also  sug- 
gested as  a possibility.  A retrograde  pyelogram  showed 
slight  medial  deviation  of  the  right  ureter  but  this  was 
thought  to  be  possibly  normal.  A renal  arteriogram  showed 
artheromatous  disease  with  significant  narrowing  of  the 
proximal  portion  of  the  right  renal  artery.  A sigmoidoscopy 
was  negative. 

The  patient  was  diagnosed  as  hypertension  of  recent  on- 
set, possibly  due  to  renal  vascular  disease  with  a rather 
prominent  symptomatic  degree  of  atherosclerosis.  He  was 
considered  for  renal  vascular  surgery.  The  patient  was  dis- 
charged and  readmitted  for  possible  renal  vascular  surgery 
on  9-16-74.  At  this  time  his  blood  pressure  was  200  systolic 
over  90  diastolic  with  a pulse  of  80.  A screening  test  for 
VMA  was  negative.  PH  and  electrolytes  were  within  normal 
limits.  Urinalysis  now  showed  1 + protein.  A complete 
blood  count  was  within  normal  limits.  Peripheral  blood 
renins  showed  8.6  ng/ml/hr.  Left  renal  vein  renin  was 
10.6  ng/ml/hr.  Right  renal  vein  renin  was  29.3  ng/ml/hr. 
The  patient  underwent  an  operative  procedure. 

DR.  PETER  O’BRIEN:  1 am  going  to  start  by  show- 
ing an  x-ray.  This  is  not  a hypertensive  intravenous 
pyelogram  but  it  is  a nephrogram  effect  that  one 
often  gets  on  a hypertensive  intravenous  pyelogram. 
There  is  a discrepancy  in  the  size  of  the  kidneys 
greater  than  the  1.5  cms.  which  is  considered  the 
outside  limits  of  normal.  (Fig.  1) 

In  discussion  of  this  case  I think  it  is  germane  to 
begin  with  a discussion  of  the  surgically  correctable 
causes  of  hypertension.  These  include  renovascular 
hypertension,  which  is  most  common  entity.  Some 
less  common  conditions  are  pheochromocytoma,  pri- 
mary aldosteronism  (Conn’s  syndrome),  coarctation 
of  the  aorta,  Cushing’s  syndrome,  and  unilateral 
renal  disease  which  includes  aneurysm  of  the  renal 
artery,  segmental  infarction,  embolus  to  the  renal 
artery,  and  renal  fibrosis  secondary  to  a radiation  or 
trauma. 


Figure  1 

Nephrotomogram  effect  showing  difference  in  size  of 
kidneys. 


By  far  the  most  common  cause  of  renal  artery 
stenosis  is  atherosclerosis.  This  accounts  for  60-70% 
of  all  cases  of  renal  artery  obstruction.  Fibromuscular 
hyperplasia  occurs  in  20-25%  of  the  cases  and  is 
seen  in  a different  age  group.  Fibromuscular  hyper- 
plasia occurs  mainly  in  women  who  are  from  25-40 
years  of  age. 

The  pathophysiology  of  the  hypertension  is  related 
to  renin  released  from  the  kidney.  Because  of  de- 
creased blood  flow  renin  is  released  from  the 
juxtaglomerular  apparatus  in  the  affected  kidney. 
Renin  is  a proteolytic  enzyme  which  acts  on  a plasma 
globulin,  angiotensinogen  to  produce  angiotensin  I. 
Angiotensin  I is  an  inactive  compound  and  is  con- 
verted to  angiotensin  II  which  is  one  of  the  most 
potent  vasoconstrictors  in  the  body.  It  is  about  10 
times  as  potent  as  norepinephrine.  Other  than  its 
hypertensive  effect,  angiotensin  II  also  increases  the 
secretion  of  aldosterone  from  the  glomerosa  of  the 
adrenal.  This  is  another  mechanism  for  increasing 
blood  pressure. 

RENOADRENAL  AXIS 

Effective  Blood  Volume  or  Blood  Pressure 

T 

Renal  Juxtaglomerular  Cells 
(Renin) 

4 

Alpha-2  Globulin  (angiotensinogen) 

Produced  in  liver 

4 

Angiotensin  I (Nonpressor  decapeptide) 

4 Converting  enzyme  (lung) 
Angiotensin  II  (Pressor  octapeptide) 
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Aldosterone  (Adrenal) 

* 

Reabsorption  of  Sodium  From  Distal  Tubule  of 
Kidney 

The  clinical  characteristics  of  patients  with  bilat- 
eral or  unilateral  renovascular  hypertension  are  not 
that  much  different  than  patients  with  essential  hy- 
pertension. One  exception  is  that  50%  of  the  patients 
with  renovascular  hypertension  will  present  with  ab- 
dominal bruits.  This  patient  had  multiple  bruits  all 
over  his  abdomen  and  it  was  difficult  to  tell  from 
where  they  were  coming.  I suspect  that  the  upper 
abdominal  bruit  was  due  to  his  renal  artery  stenosis 
but  I am  sure  that  he  had  stenosis  of  multiple  other 
blood  vessels.  It  would  be  hard  to  say  to  which  all  of 
the  bruits  were  due. 

The  diagnostic  procedures  to  be  ordered  in  an  in- 
vestigation of  the  patient  with  possible  renovascular 
hypertension  are  several.  One  of  the  first  is  the  so- 
called  hypertensive  intravenous  pyelogram.  This  may 
be  followed  by  renal  arteriography,  split  renal  func- 
tion studies,  and  bilateral  renal  vein  renin  assays. 

There  are  several  abnormal  findings  in  the  hyper- 
tensive intravenous  pyelogram  for  which  one  should 
look.  One  is  a unilateral  delay  in  the  appearance  of 
contrast  material.  This  suggests  decreased  renal 
blood  flow  to  that  side.  Another  finding  is  the  af- 
fected kidney  will  be  smaller.  This  difference  in  mass 
should  be  at  least  1.5  cm.  It  should  be  pointed  out 
that  the  right  kidney  can  be  a little  bit  smaller  than 
the  left  kidney  normally.  At  any  rate,  if  the  dis- 
crepancy is  much  bigger  than  1.5  cms,  an  arteriogram 
is  indicated.  Another  finding  on  the  intravenous 
pyelogram  is  a decreased  concentration  of  dye  on 
the  early  films.  This  is  also  due  to  decreased  urine 
flow.  On  the  late  film  one  can  look  for  increased 
concentration  of  the  contrast  material  on  the  affected 
side.  This  increased  concentration  is  due  to  the  fact 
that  the  involved  kidney  absorbs  sodium  and  water 
more  avidly  than  the  nonaffected  kidney.  This,  of 
course,  will  increase  the  concentration  of  the  dye.  It 
is  also  the  pathophysiologic  basis  of  the  split  func- 
tion studies  which  I will  discuss  in  a minute. 

There  are  some  other  very  subtle  changes  on  the 
pyelogram.  Because  there  is  not  as  much  excretion  of 
material  on  the  affected  side,  the  calyces  may  appear 
less  full  on  that  side  because  they  are  less  distended 
with  urine.  You  may  also  get  changes  secondary  to 
collateral  circulation.  The  ureteral  artery  may  notch 
the  ureter. 

The  real  problem  with  the  hypertensive  intrave- 
nous pyelogram  has  been  that  the  surgical  group  at 
Vanderbilt  has  noted  that  up  to  25  or  30%  of  pa- 
tients who  have  proved  renovascular  hypertension 


will  prove  to  have  a false  negative  hypertensive  in- 
travenous pyelogram.  They  recommend  that  any- 
body who  is  being  investigated  for  hypertension 
ought  to  have  renal  arteriography.  This  is  not  a very 
conservative  approach.  However,  they  feel  with  the 
most  popular  screening  test  being  the  intravenous 
pyelogram,  a 30%  false  negative  rate  requires  that 
other  tests  must  be  employed.  This  30%  figure  may 
be  high  because  they  get  a select  group  of  patients.  It 
must  also  be  kept  in  mind  that  15%  of  the  patients 
who  had  false  negative  intravenous  pyelograms  had  a 
false  negative  because  they  had  bilateral  renal  artery 
stenosis.  The  other  15%,  however,  had  definite  func- 
tional renal  artery  stenosis  and  had  a normal  hyper- 
tensive intravenous  pyelogram.  Therefore,  renal  ar- 
teriography probably  ought  to  be  done  more  often. 

Renal  arteriography  can  be  done  with  the  help  of 
special  catheters  in  order  to  do  selective  renal  artery 
catheterization  rather  than  just  a routine  flushing 
aortogram.  Oblique  views  are  also  necessary  to  see 
the  stenotic  areas  in  some  arteries.  This  film  demon- 
strates about  80%  stenosis  in  the  patient  under  dis- 
cussion today.  (Fig.  2) 


Figure  2 

Arrows  point  to  area  of  stenosis  of  renal  artery  just  after 
takeoff  (renal  arteriogram  preoperative). 


An  important  thing  to  emphasize  is  that  the  pres- 
ence of  stenotic  renal  arterial  lesions  does  not  neces- 
sarily imply  that  there  is  a causal  relationship  to  the 
patient’s  hypertension.  You  have  to  prove  that  the 
renal  artery  stenosis  is  responsible  for  the  patient’s 
hypertension.  We  use  two  tests  in  this  regard — split 
renal  function  studies  and  renal  vein  renin  assays.  I 
believe  that  one  of  the  reasons  that  vascular  surgery 
for  renal  hypertension  got  a bad  name  in  past  years 
was  that  there  were  patients  operated  on  for  renal 
artery  stenosis  which  was  not  the  cause  of  their  hy- 
pertension. 

The  split  renal  function  studies  are  done  by 
catheterizing  both  ureters  and  obtaining  simultaneous 
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samples  of  urine.  We  attempted  to  do  that  study  in 
the  patient  we  are  discussing  but  were  unable  to  ob- 
tain urine  from  the  right  side  because  of  technical 
difficulty.  The  principle  of  the  test  is,  as  I have  stated 
before,  that  the  affected  kidney  absorbs  sodium  and 
water  more  rapidly  and  hence  excretes  less  of  these 
substances  than  the  affected  side.  There  are  several 
types  of  split  function  tests  including  the  Stamey,  the 
Howard  and  the  Rapaport.  The  first  two  are  the  most 
popular.  The  Howard  test  is  positive  when  a 50% 
decrease  in  volume  and  a 15%  decrease  in  sodium 
occurs  on  the  affected  side  as  compared  to  the  unaf- 
fected. On  the  other  hand,  the  creatinine  is  increased 
15%  compared  to  the  unaffected  side.  In  the  Stamey 
test  the  criteria  for  a positive  test  are  that  the  urine 
volume  is  decreased  66%  and  the  PAH  (para  amino 
hippuric  acid)  is  increased  100%.  There  are  tech- 
nical difficulties  to  this  test  and  post-operative 
ureteral  edema  and  sepsis  can  occur. 

The  above  complications  have  led  to  the  increasing 
popularity  of  bilateral  renal  vein  renin  determina- 
tions. This  test  was  done  in  this  patient  and  was 
markedly  positive.  The  test  was  performed  by 
catheterizing  the  vena  cava  and  taking  a specimen 
from  the  inferior  vena  cava  (control)  and  then 
specimens  from  each  renal  vein.  The  study  is  con- 
sidered positive  if  the  renin  in  one  renal  vein  is 
greater  than  the  other  by  a factor  of  1.5  to  1.0.  In 
this  gentleman  the  difference  was  approximately  3:1. 
It  is  felt  that  the  results  from  renal  vascular  surgery 
will  be  90%  successful  if  either  the  renal  vein  renin 
assay  or  the  split  renal  function  study  show  a marked 
discrepancy  between  the  kidneys. 

I should  probably  mention  one  very  rare  entity 
which  was  described  by  Conn.  This  is  a tumor  of  the 
kidney  producing  renin.  You  could  only  suspect  it  if 
the  patient  shows  no  stenotic  lesions  on  the  renal 
arteriogram  and  has  a marked  discrepancy  in  the 
renal  vein  renin  assays. 

There  are  two  basic  surgical  approaches  to  renal 
artery  stenosis.  One  is  endarterectomy  and  the  second 
is  some  type  of  bypass  graft.  The  endarterectomy  can 
be  done  by  simply  removing  the  plaque  sometimes 
placing  a patch  in  the  artery  or  by  simply  resecting 
the  plaque  and  reanastamosing  the  renal  artery  or 
anastomosing  the  renal  artery  into  the  aorta.  The  pro- 
cedure used  in  this  patient  was  a bypass  graft.  Some 
surgeons  like  to  use  autologous  hypogastric  artery 
and  others  like  to  use  a Dacron  bypass  graft.  In  this 
patient  we  used  a saphenous  vein  bypass  graft. 

I think  it  is  important  to  note  that  atherosclerosis 
causing  renal  artery  stenosis  is  usually  localized  to  the 
proximal  portion  of  the  renal  artery.  Fibromuscular 
hyperplasia  usually  involves  the  middle  of  the  renal 


artery  or  the  distal  segmental  branches.  This  can 
make  it  very  difficult  to  find  an  area  into  which  to 
anastamose  this  graft.  A new  technique  being  used  is 
removal  of  a kidney  and  placing  a kidney  out  on  the 
anterior  abdominal  wall.  One  then  operates  on  the 
vessels  with  an  operating  microscope.  The  kidney,  of 
course,  has  to  be  perfused  while  it  lies  on  the  an- 
terior abdominal  wall. 

A perplexing  problem  is  one  of  bilateral  renal 
artery  stenosis.  In  70-80%  of  the  patients  in  which 
both  renal  arteries  are  involved,  the  renin  values  or 
split  renal  function  studies  will  still  show  a signifi- 
cant difference  between  the  kidneys.  Therefore,  you 
can  tell  which  side  is  worse.  However,  that  leaves 
30%  of  the  cases  in  which  you  are  not  sure  which 
side  to  attack  first.  One  recommendation  is  to  oper- 
ate on  the  side  which  has  the  more  severe  stenosis 
on  the  arteriogram  first.  If  you  are  so  unfortunate  to 
have  the  hypertension  persist,  then  the  renal  split 
function  or  renin  studies  should  be  repeated.  If  there 
is  good  lateralization  the  opposite  kidney  should  also 
be  operated  on.  It  is  possible  to  operate  on  both 
renal  arteries  at  the  same  time,  but  this  is  a lengthy 
surgical  procedure. 

I did  want  to  show  this  last  x-ray  of  the  functioning 
renal  graft.  (Fig.  3)  The  patient  did  have  a good 
response  of  the  hypertension.  His  blood  pressure  did 
decline  to  normal  but  he  developed  transient  ischemic 
attacks.  He  had  a carotid  bruit  on  the  right  side  but 
when  we  obtained  an  anteriogranr,  he  had  severe 
stenosis  of  both  carotid  arteries.  The  patient  has  had 
a very  good  response  from  his  renal  artery  surgery, 
but  his  transient  ischemic  attacks  which  consist  of 
episodic  blindness  in  the  right  eye  continue.  I am 
not  sure  we  can  do  much  in  view  of  the  severe 
bilateral  carotid  disease. 


Figure  3 

Small  arrow  points  to  saphenous  veins  bypass  graft  which 
is  functioning.  Large  arrow  points  to  stump  of  thrombosed 
renal  artery  (postoperative  arteriogram). 

DR.  WARREN  JONES:  Postoperatively  the  patient 
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demonstrated  his  generalized  atherosclerosis  in  an- 
other way  by  promptly  having  a myocardial  infarc- 
tion. 

DR.  O'BRIEN:  I think  that  you  can  expect  most  of 
the  patients  on  whom  you  operate  for  renovascular 
hypertension  to  have  a drop  in  blood  pressure  fairly 
immediately.  Some  patients  require  up  to  two  months 
to  show  response.  This  patient  became  normotensive; 
but  this  was  hypotensive  for  him  and  he  developed 
other  symptoms. 

*DR.  MICHAEL  BUSIAN:  Can  you  treat  these 
patients  medically  and  will  their  renin  decrease  on 
therapy? 

DR.  O’BRIEN:  Yes,  the  patients  can  be  treated 
medically  but  you  cannot  distinguish  patients  who 
have  essential  hypertension  from  renovascular  hyper- 
tension by  their  response  to  medical  therapy.  Some 
feel  that  any  patient  over  50  years  of  age  who  has 
renal  artery  stenosis  and  secondary  hypertension 
should  be  treated  medically  because  of  the  increased 
risks  of  surgery.  The  surgical  group  from  Vanderbilt 
would  certainly  not  believe  this.  It  is  felt  that  you 
can  get  80-90%  success  rate  from  surgical  therapy  of 
renovascular  hypertension  which  has  been  proved  to 
be  due  functionally  to  the  renal  artery  stenosis.  To 
my  knowledge  there  are  no  control  studies  with 
randomly  selected  medically  and  surgically  treated 
cases. 

**DR.  W.  O.  ROSSING:  I have  had  a young  woman 
at  approximately  age  40  who  has  had  a good  re- 
sponse of  her  hypertension  from  surgical  therapy 
for  renal  artery  stenosis. 

DR.  O'BRIEN:  In  a patient  that  age  that  might  have 
been  due  to  fibromuscular  hyperplasia.  This  can  ex- 
tend far  out  in  the  renal  arterial  tree  and  some 
surgeons  are  even  using  dilators  similar  to  those  used 
in  the  common  bile  duct  for  dilating  the  renal 
arteries. 

***DR.  W.  ALLAN  BOADE:  Have  any  of  these 
studies  that  you  know  used  renal  radionuclide  studies 
for  the  diagnosis  of  renal  hypertension? 

DR.  O'BRIEN:  No,  most  groups  have  used  the  split 
renal  function  or  renal  vein  renin  assays. 

DR.  BARLOW:  If  there  are  no  further  comments, 
thank  you  all  for  attending. 
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THE  MEDICAL  AND  SURGICAL  MANAGEMENT  OF 
PATIENTS  WITH  CORONARY  DISEASE* 


by 
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A comprehensive  approach  to  the  individual  pa- 
tient presenting  with  chest  pain  requires  an  accurate 
clinical  assessment  of  the  etiology  of  the  pain,  con- 
firmation of  the  etiology  of  the  pain  by  diagnostic 
studies,  and  institution  of  the  proper  therapeutic  pro- 
gram. When  a diagnosis  of  coronary  insufficiency  is 
made,  appropriate  therapy  consists  of  treatment  of 
existing  risk  factors,  alteration  of  cardiovascular 
hemodynamics,  and  in  refractory  cases,  surgical  in- 
tervention. This  report  concerns  itself  with  our 
diagnostic  approach,  and  medical  and  surgical  man- 
agement of  patients  with  coronary  artery  disease. 

The  diagnosis  of  angina  pectoris  is  made  primarily 
on  a historical  basis.  The  patient’s  description  of 
the  classic  syndrome  first  described  by  Heberden1 2 3 4 5 6 7 
and  its  precipitating  factors  is  the  best  evidence 
available  to  establish  the  diagnosis.  The  patient  de- 
scribes the  pain  as  a heavy  substernal  pressure  sensa- 
tion which  occurs  with  exertion  and  is  relieved  with 
rest.  The  pain  is  variously  described  as  a burning, 
constricting,  tight,  deep  aching,  or  gnawing  pain. 
Rarely,  it  is  described  as  knife-like.  Classically,  the 
radiation  of  the  pain  is  to  the  neck,  throat,  jaw, 
teeth,  shoulders,  and  into  one  or  both  arms,  extend- 
ing along  the  medial  aspect  into  the  elbows  and 
often  into  the  fingers.  This  is  classic  angina  pectoris. 
Coronary  insufficiency  may  manifest  itself  in  other 
ways.  Anginal  equivalent  refers  to  a pain  which  may 
be  located  in  the  epigastrium,  base  of  the  neck,  el- 
bows, lower  teeth,  or  occasionally  midback,  which 
occurs  with  exertion  and  is  relieved  with  rest.  Prinz- 
metal’s angina 2 is  chest  pain  which  although  typical 
of  coronary  insufficiency,  usually  occurs  at  rest  and 
not  with  exertion.  Associated  with  Prinzmetal’s 
angina  are  characteristic  electrocardiographic 
changes  of  ST  segment  elevation,  rather  than  the 
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more  typical  ischemic  ST  segment  depression.  Noc- 
turnal angina  refers  to  chest  pain  which  awakens  the 
patient  from  sleep,  but  in  all  other  ways,  is  typical  of 
classical  angina  pectoris.  Postprandial  angina  is  sub- 
sternal  pain  of  coronary  insufficiency  which  occurs  a 
short  time  following  a heavy  meal.  Crescendo  angina 
refers  to  a change  in  the  frequency,  duration,  or  in- 
tensity of  the  symptoms  of  angina  pectoris  over  a 
short  period  of  time.  Pre-infarction  angina  is  a condi- 
tion in  which  the  pain  of  angina  pectoris  is  pro- 
longed, occurs  at  rest,  is  usually  accompanied  with 
electrocardiographic  changes,  and  may  be  associated 
with  mild  enzyme  elevations.  Thus,  although  classic 
angina  pectoris  is  the  most  typical  manifestation  of 
coronary  insufficiency,  the  above  syndromes  are 
equally  diagnostic  of  coronary  artery  disease. 

The  physical  findings  associated  with  ischemic 
heart  disease  are  listed  in  Table  I.  Hypertension, 
xanthelasma,  arcus  senilis,  a third  or  fourth  heart 
sound,  or  an  apical  systolic  murmur,  may  or  may  not 
be  present.  These  findings  are  inconstant,  nonspecif- 
ic, and  of  only  minor  help  in  the  diagnosis  of  angina 
pectoris.  Most  commonly,  the  physical  examination 
is  essentially  normal. 

Table  I 


PHYSICAL  FINDINGS  ASSOCIATED  WITH  ISCHEMIC 
HEART  DISEASE 


1.  Elevated  blood  pressure 

2.  Xanthelasma 

3.  Arcus  senilis 

4.  Fourth  heart  sound 

5.  Third  heart  sound 

6.  Apical  systolic  murmur 


Table  II 


LABORATORY  FINDINGS  ASSOCIATED  WITH 
ISCHEMIC  HEART  DISEASE 


1.  Normal  or  abnormal  lipid  profile 

2.  Normal  or  abnormal  glucose  metabolism 

3.  Normal  or  elevated  uric  acid 

4.  Normal  or  abnormal  chest  x-ray 

5.  Normal  or  abnormal  resting  ECG 

6.  LIsually  abnormal  ECG  response  to  exercise 

7.  High  grade  obstruction  visualized  on  coronary 
arteriography 
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The  laboratory  findings  associated  with  ischemic 
heart  disease  are  listed  in  Table  II.  The  results  of 
laboratory  studies  are  equally  unreliable  in  diagnos- 
ing angina  pectoris  in  the  majority  of  cases.  The 
resting  electrocardiogram  is  diagnostic  of  clinically 
significant  coronary  artery  disease  in  well  under 
fifty  percent  of  cases.  The  Master’s  two-step  test,  al- 
though an  improvement  over  the  resting  electro- 
cardiogram, remains  quite  insensitive  in  detecting 
clinically  significant  coronary  artery  disease.  Sub- 
maximal  stress  electrocardiograms  preferably  using 
the  treadmill  or  stationary  bicycle,  greatly  increases 
the  sensitivity  of  this  diagnostic  tool  to  detect  clini- 
cally significant  coronary  artery  disease.  The  exercise 
electrocardiogram  will  detect  clinically  significant 
coronary  artery  disease  in  seventy-five  to  eighty- 
five  percent  of  cases.3  False  positives  are  found  in 
only  five  to  ten  percent  of  cases.  Thus,  of  the  non- 
invasive  laboratory  studies  readily  available  to  the 
clinician,  only  the  stress  electrocardiogram  remains 
of  significant  value  to  the  physician  in  detecting 
clinically  significant,  yet  clinically  silent  coronary 
artery  disease. 

The  chest  x-ray  is  usually,  but  not  invariably, 
normal.  The  serum  lipids  although  frequently  ab- 
normal, may  be  within  acceptable  limits.  The  routine 
blood  work,  including  fasting  blood  sugar,  is  usually 
of  no  specific  diagnostic  help. 

Table  HI 

RISK  FACTORS  ASSOCIATED  WITH 
ANGINA  PECTORIS 


1.  Hypertension 

2.  Smoking 

3.  Hypercholesterolemia 

4.  Diabetes  niellitus 

5.  Personality  type  (A  or  1$) 

Once  a diagnosis  of  angina  pectoris  is  made,  ap- 
propriate therapy  must  be  instituted.  Angina  pectoris 
is  associated  with  well  known  risk  factors,  as  listed  in 
Table  III.  These  risk  factors  must  be  manipulated  by 
the  physician  in  such  a way  as  to  favorably  influence 
their  effect  on  the  patient’s  symptomatology.  Smok- 
ing should  be  avoided  in  all  instances.  Tobacco  may 
well  accelerate  the  formation  of  atherosclerosis  and 
clearly  adversely  affects  the  clinical  symptomatology 
of  the  patient  with  angina  pectoris.  The  incidence  of 
sudden  death  in  patients  with  coronary  artery  disease 
who  continue  to  smoke  is  significantly  higher  than  in 
that  group  of  patients  with  coronary  artery  disease 
who  alter  their  smoking  habits.  Thus,  stopping  smok- 
ing, even  after  many  years  of  heavy  use,  may  be  of 
definite  value  to  the  individual  patient.  It  is  thus  to  be 
discouraged  in  all  cases.  Hypertension  increases  the 
oxygen  demand  of  cardiac  muscle  and  aggravates 
the  clinical  symptomatology  of  angina  pectoris.  The 


mortality  rate  for  hypertensive  patients  with  angina 
pectoris  is  significantly  higher  than  for  normotensive 
patients.  Vigorous  treatment  seems  warranted  in  all 
cases.  Diabetes  mellitus,  although  a definite  factor  in 
the  development  of  premature  atherosclerosis,  has 
not  been  proven  to  aggravate  the  clinical  symp- 
tomatology of  the  patient  with  angina  pectoris.  Al- 
though appropriate  treatment  of  diabetes  is  to  be  en- 
couraged in  angina  pectoris,  the  efficacy  of  tight 
medical  management  of  this  problem  on  the  symp- 
tomatology or  long  term  survival  of  people  with 
coronary  artery  disease  is  unknown.  Hyperlipidemia 
is  frequently  associated  with  premature  atherosclerot- 
ic heart  disease.  Whether  or  not  treatment  of  ele- 
vated blood  lipids  alters  progression  of  atherosclero- 
sis or  clinical  symptomatology  remains  unknown. 
However,  current  clinical  information  would  suggest 
that  lowering  the  serum  lipids  benefits  the  patient  by 
helping  to  control  further  progression  of  coronary 
artery  atherosclerosis.  Until  further  information  is 
known  concerning  this  subject,  it  seems  prudent  to 
treat  hyperlipidemia  as  being  a strong  factor  in  the 
etiology  of  premature  atherosclerotic  heart  disease, 
and  to  approach  this  problem  with  a vigorous  thera- 
peutic program.  Dietary  manipulation  to  correct  hy- 
percholesterolemia or  hypertriglyceridemia  should  be 
the  mainstay  of  treatment.  In  refractory  cases  drug 
therapy  in  the  form  of  Atromid-S  or  Cholestyramine 
should  be  instituted.  At  the  present  time,  surgical  by- 
pass of  the  ileum  for  control  of  hypercholesterolemia 
is  recommended  in  only  highly  selective  cases. 
Obesity  in  itself  does  not  seem  to  be  a factor  in  either 
development  of  coronary  artery  disease,  or  in  long 
term  survival  of  patients  with  coronary  artery  disease. 
However,  obesity  in  many  cases  leads  to  metabolic 
abnormalities  of  lipid  and  carbohydrates  and  re- 
quires treatment  in  the  majority  of  cases. 

After  underlying  risk  factors  have  been  treated, 
the  physician  should  consider  alteration  of  the  cardio- 
vascular hemodynamics.  The  rationale  for  altering 
the  hemodynamics  rests  on  the  physiologic  basis  of 
myocardial  oxygen  demand.  The  myocardial  oxygen 
demand  can  be  estimated  by  multiplying  the  pulse 
rate  times  the  mean  arterial  blood  pressure  times  the 
systolic  ejection  time.5  This  value  is  known  as  the 
triple  product.  As  this  triple  product  is  raised  or 
lowered,  the  myocardial  oxygen  consumption  follows. 
Thus,  as  we  lower  the  pulse  rate,  the  mean  blood 
pressure,  or  decrease  the  systolic  ejection  time,  myo- 
cardial oxygen  demand  will  also  decrease  and  the 
symptoms  of  angina  pectoris  become  less.  Table  IV 
compares  the  circulatory  actions  of  nitrates  and 
propranolol.  Propranolol  lowers  the  pulse  rate  and 
mean  blood  pressure  by  its  pharmacological  blockade 
of  the  beta  receptor  system  as  well  as  having  a direct 
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action  on  the  cellular  membrane.  With  this  favorable 
effect  on  the  blood  pressure  and  pulse,  the  myo- 
cardial oxygen  demand  is  decreased  significantly. 
Propranolol  must  be  given  in  doses  sufficient  to  pro- 
duce a bradycardia  with  a resting  pulse  near  sixty. 
At  this  dosage,  the  blood  pressure  is  usually  affected 
only  minimally.  Nitroglycerin’s  favorable  effect  on 
the  symptomatology  of  angina  pectoris  is  due  pri- 
marily through  its  action  of  lowering  the  blood  pres- 
sure by  peripherally  pooling  blood.  It  also  lowers  the 
end  diastolic  pressure  in  the  left  ventricle  and  de- 
creases the  size  of  the  left  ventricle,  both  of  which 
favorably  affect  the  oxygen  demand  of  the  myocar- 
dium. An  undesirable  action  of  nitrates  is  the  reflex 
tachycardia  which  occurs  following  peripheral  dilata- 
tion and  lowering  of  the  blood  pressure.  This  reflex 
tachycardia  can  be  blocked  by  the  concomitant  use 
of  propranolol.  Thus,  the  two  medications  work 
synergistically;  each  causes  a decrease  in  blood  pres- 
sure and  propranolol  prevents  the  reflex  tachycardia 
produced  by  the  nitrates.  The  adverse  prolongation 
of  the  systolic  ejection  time  by  propranolol  is  favor- 
ably shortened  by  nitrates.  Thus,  here  again,  the  two 
medications  work  well  together.  Nitroglycerin  and 
propranolol  in  combination  have  a favorable  net  ef- 
fect on  cardiovascular  hemodynamics  and  are  the 
pharmacological  mainstay  in  the  treatment  of  pa- 
tients with  angina  pectoris. (i  Other  alterations  of 
cardiovascular  hemodynamics  include  vigorous  man- 
agement of  hypertension  and  treatment  of  underlying 
congestive  heart  failure  when  present. 


Table  IV 


COMPARISONS  OF  CIRCULATORY 
NITRATES  AND  BETA-RECEPTOR 

ACTIONS  OF 
BLOCKADE 

Nitrates 

Propranolol 

Heart  rate 

Increase 

Decrease 

Blood  pressure 

Decrease 

Decrease 

Ejection  time 

Decrease 

Increase 

Yentricular  volume 

Decrease 

Increase 

Contractility 

Increase 

Decrease 

In  patients  who  remain  symptomatic  on  a con- 
servative medical  program,  a more  vigorous  ap- 
proach is  taken.  Propranolol  is  started  at  a dosage  of 
10  mg.  every  six  hours,  and  a long  acting  sublingual 
nitrate,  such  as  isosorbide  dinitrate  is  initiated. 
Propranolol  is  increased  in  dosage  over  a period  of 
one  to  two  weeks  to  bring  the  patient’s  resting  pulse 
to  near  sixty.  Isosorbide  dinitrate  is  increased  to 
tolerance.  We  encourage  the  use  of  isosorbide  dini- 
trate on  a prophylactic  basis  to  be  used  by  those  pa- 
tients who  can  anticipate  pain  during  such  activities 
as  eating,  emotional  stress,  anger,  intercourse,  or 
other  activities  which  knowingly  precipitate  chest 
pain.  Isosorbide  dinitrate  may  be  taken  immedi- 


ately prior  to  these  activities  often  allowing  the  pa- 
tient a greater  degree  of  activity  without  developing 
angina  pectoris.  Nitroglycerin  is  used  liberally  for 
episodic  angina. 

Those  patients  who  remain  significantly  limited  on 
the  full  medical  program  described  above  are  rec- 
ommended for  coronary  angiography  with  the 
consideration  of  surgical  intervention.  Indica- 
tions for  coronary  angiography  are  listed  in  Table  V. 
Coronary  angiography  is  recommended  for  those 
patients  with  unstable,  pre-infarction,  or  crescendo 
angina,  in  patients  with  aortic  or  mitral  valve  disease 
who  are  about  to  have  valve  surgery,  in  patients  who 
have  had  transmural  myocardial  infarctions  and 
recurrent  angina  pectoris,  and  in  the  evaluation  of 
chest  pain  in  highly  selective  cases.  Coronary  angi- 
ography is  only  rarely  performed  to  establish  the 
etiology  of  chest  pain,  and  in  those  cases,  it  is  usually 
done  for  some  specific  reason,  i.e.  establishing  in- 
surability or  clearance  for  highly  responsible  jobs, 
such  as  airline  pilots. 

Table  V 

INDICATIONS  FOR  CORONARY  ARTERIOGRAPHY 

1.  Crescendo  or  unstable  angina  pectoris 

2.  Angina  uncontrolled  with  conventional  therapy 

3.  Angina  following  a transmural  myocardial  infarction 

4.  Contemplated  aortic  or  mitral  valve  surgery  in  selective 

cases 

5.  Evaluation  of  chest  pain  in  highly  selective  cases 

High  quality  coronary  angiography  is  available  at 
most  large  referral  centers.  We  currently  use  the 
transfemoral  approach  in  the  majority  of  cases,  re- 
serving the  brachial  cutdown  technique  for  those 
cases  in  which  peripheral  vascular  disease  makes  the 
femoral  approach  undesirable.  Multiple  projections 
are  made  of  each  coronary  artery  and  a high  quality 
left  ventricular  angiocardiogram  is  performed.  Com- 
puter aided  diagnostic  studies  of  left  ventricular 
functions  are  completed  in  each  case  in  an  attempt 
to  delineate  the  function  of  the  left  ventricle  as  an  aid 
to  select  favorable  patients  for  surgery.  In  that  group 
of  patients  who  have  responded  poorly  to  a medical 
program,  have  proximal  obstructions  in  their  coro- 
nary arteries  with  good  distal  vessels,  and  who  have 
adequate  left  ventricular  function,  surgery  is  recom- 
mended. The  current  surgical  approach  of  choice  is 
the  anastomosis  of  the  internal  mammary  artery  to  a 
coronary  artery  in  an  end  to  side  fashion.  A sa- 
phenous vein  graft  from  the  aorta  to  a coronary 
artery  is  used  when  the  obstruction  is  in  the  right  or 
circumflex  coronary  artery,  or  when  the  internal 
mammary  artery  is  small.  Flow  rates  in  the  bypass 
graft  determined  by  an  electromagnetic  flow  meter  at 
the  time  of  operation  are  directly  related  to  the  long 
term  patency  of  the  graft.  Flow  rates  of  less  than 
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forty-five  cubic  centimeters  per  minute  are  recorded 
in  the  majority  of  grafts  that  subsequently  close, 
while  flow  rates  greater  than  seventy-five  cubic  centi- 
meters per  minute  usually  correlate  with  long  term 
patency. 

The  operative  mortality  in  our  series  is  two  per- 
cent. The  one  year  post-hospital  mortality  claims  an 
additional  three  percent,  thus  giving  a total  one  year 
survival  to  this  high  risk  group  of  patients  of  ninety- 
five  percent.  The  operation  is  not  without  morbidity 
however,  and  in  approximately  twenty  percent  of 
patients,  a perioperative  myocardial  infarction  oc- 
curs. Although  this  infarction  seems  to  be  “benign” 
and  the  overall  mortality  rate  unaffected  by  the  in- 
farction, its  presence  is  worrisome.  Postoperative  in- 
fections and  arrhythmias  occur  but  respond  to  usual 
therapeutic  measures. 

Close  follow-up  of  the  operative  group  is  necessary 
so  that  the  medical  and  surgical  groups  can  be  com- 
pared. Visualization  of  the  bypass  graft  is  accom- 
plished immediately  prior  to  the  patient’s  discharge 
from  the  hospital.  At  one  year  the  clinical  status  of 
each  operated  patient  is  reassessed,  an  exercise  elec- 
trocardiogram is  performed,  and  coronary  angiog- 
raphy is  completed.  Ten  percent  of  vein  grafts  are 
closed  at  the  time  of  hospital  discharge  and  another 
five  percent  of  vein  grafts  close  the  first  year.  The 
left  internal  mammary  artery  rarely  closes  and  when 
closure  occurs,  it  is  nearly  always  due  to  technical 
error  or  surgical  judgment.  Seventy-five  percent  of 
patients  are  either  totally  asymptomatic  or  have  only 
rare  episodes  of  angina  pectoris.  Fifteen  percent  of 
patients  feel  they  have  not  improved  with  surgery 
and  ten  percent  feel  they  are  worse.  Patency  of  the 
vein  graft  or  internal  mammary  bypass  graft  at  the 
time  of  re-evaluation  is  usually  directly  correlated 


with  the  patient’s  clinical  assessment. 

The  comprehensive  approach  to  the  patient  with 
angina  pectoris  must  begin  with  a thorough  history, 
physical  examination,  and  noninvasive  studies.  The 
backbone  of  this  diagnostic  approach  is  the  careful 
history  and  the  exercise  electrocardiogram.  When  the 
patient  remains  symptomatic  on  a full,  vigorous  med- 
ical program,  and  the  patient  is  otherwise  healthy 
and  active,  coronary  angiography  with  the  delinea- 
tion of  the  anatomy  of  the  coronary  circulation  and 
the  assessment  of  left  ventricular  function  is  indi- 
cated. Those  patients  with  favorable  anatomic  basis 
for  surgical  intervention  are  referred  for  operation. 
Patients  who  have  a successful  surgical  procedure 
with  high  flow  rates  recorded  at  the  time  of  opera- 
tion usually  have  a favorable  clinical  course.  Patients 
with  poorly  functioning  left  ventricles,  diffuse  disease 
in  the  coronary  arteries,  and  low  flow  rates  in  the 
bypass  grafts  are  seldom  benefited  by  the  operation. 
The  operative  mortality  rate  is  low  and  the  first  year 
survival  rate  is  encouraging.  The  future  of  surgical 
management  of  coronary  artery  disease  is  uncertain 
and  awaits  long  term  follow-up. 
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Having  just  recently  completed  the  94th  annual  meeting  of  the  South  Dakota  State  Medical  Association, 
I would  like  to  take  this  opportunity  to  very  formally  thank  Dr.  Robert  Van  Demark  for  his  outstanding 
leadership  of  the  Medical  Association  in  the  past  year  as  well  as  the  Council  and  other  members  of  the 
governing  bodies  of  the  Medical  Association,  and  the  commissions  and  their  chairmen  for  their  diligent 
work.  I would  also  like  to  thank  Mr.  Robert  Johnson,  Patty  Butler,  and  Jan  Anderson  for  the  outstanding 
work  that  they  have  done  to  help  us  in  preparing  for  and  operating  the  94th  annual  State  Medical  Associ- 
ation meeting. 

I would  also  like  to  take  this  opportunity  to  particularly  thank  Dr.  Jim  Larson  and  the  Commission 
on  Scientific  Medicine  for  the  format  and  the  outstanding  scientific  program  that  we  enjoyed  during  the  meet- 
ing. The  speakers  were  outstanding,  and  we  had  an  opportunity  to  meet  in  private,  off-the-cuff,  curbstone 
consultations  with  many  of  them.  This  is  one  of  the  great  values  of  our  annual  meeting. 

We  also  had  an  opportunity  to  meet  many  of  the  new  staff  members  of  the  University  of  South  Da- 
kota Medical  School,  and  we  welcome  them  all  to  the  state  and  the  family  of  medicine  in  South  Dakota. 

On  the  heels  of  this  gratitude  comes  a sincere  plea  for  continued  cooperation,  continued  support  and 
help  during  the  ensuing  year  for  as  you  are  all  aware,  one  of  the  most  severe  crisis  of  our  recent  medical 
past  is  upon  us  at  the  present  time  with  malpractice  insurance  problems.  Currently  the  malpractice  subcom- 
mittee is  working  very  diligently  to  try  and  provide  some  solution  to  the  problems  that  exist.  The  solutions 
will  ultimately  be  legislative,  and  all  of  us  will  be  asked  to  work  diligently  and  hard  in  our  own  behalf  in 
trying  to  promote  the  interest  of  the  legislators  in  providing  the  legislative  changes  needed  to  make  the  en- 
vironment for  the  insurer,  whether  that  be  a national  insurer  or  a captive  company,  a more  favorable  one 
so  that  ultimately  we  can  reduce  the  cost  of  medical  malpractice  insurance  and  improve  the  quality  and 
quantity  of  medical  care  to  the  consumers  of  South  Dakota.  Once  more,  this  will  only  be  possible  with  the 
complete  support  and  cooperation  of  the  entire  membership  of  the  South  Dakota  State  Medical  Association. 

Sincerely, 

Gerald  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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THE 

ALUMNI 

ASSOCIATION 

of  fhe 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
will  serve  as  a source  of  information  for  graduates  and  will  help 
organize  class  reunions. 

The  South  Dakota  School  of  Medicine  will  be  a four-year  degree 
granting  school  by  1 977,  and  through  the  establishment  of  the 
Alumni  Association  the  school,  and  past  and  present  students 
will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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McKENNAN— MAYO  OUTREACH  SERIES 

By 

R.  R.  Donahoe,  M.  D. 

Director  of  Medical  Education 
McKennan  Hospital 

Seven  weekend  seminars  on  a variety  of  disease 
entities  and  their  management  will  be  sponsored 
from  September  1975,  through  April  1976,  under 
the  combined  auspices  of  Mayo  Foundation,  Ro- 
chester, Minnesota,  and  McKennan  Hospital,  Sioux 
Falls.  Each  conference,  made  up  of  a Friday  after- 
noon and  Saturday  morning  session,  will  be  con- 
ducted by  a specialist  from  Mayo  Clinic.  There  is 
no  fee. 

The  McKennan-Mayo  Outreach  series  is  the  third 
such  to  be  sponsored  by  the  two  institutions  and  is 
AAFP  accredited.  The  meetings  are  open  to  all 
physicians  and  other  health  care  professionals  in 
South  Dakota,  northwest  Iowa  and  southwest 
Minnesota. 

Following  are  the  topics  and  scheduled  lecturers: 

September  26-27 — Oncology,  led  by  John  H. 
Edmonson,  M.D.,  will  cover  “Problems  In 
Management  of  Breast  Carcinoma”  and 
“Ovarian  Carcinoma — Current  Approaches 
To  Treatment.” 

October  24-25- — Cardiovascular,  Hugh  C.  Smith, 


FOR  UNIFORM  QUALITY 
AND  CONSISTENT  PERFORM- 
ANCE, SPECIFY  BURDICK 
IN  ALL  YOUR  ECG  SUPPLIES 

The  electrocardiogram  must  be  diagnostically  ac- 
curate and  clear  in  every  detail  — it  is  a permanent 
record  of  the  patient’s  condition.  The  Burdick  EK/5 
will  give  you  this  accuracy,  but  the  ECG  may  be 
adversely  affected  by  using  supplies  not  specifically 
designed  and  developed  for  Burdick  equipment. 
Burdick  EK/500  recording  paper  is  designed 
expressly  for  the  EK/5.  It  has  a high-frequency 
coating  that  will  not  retard  or  distort  accuracy,  and 
utilizes  lower  stylus  heat  for  longer  stylus  life. 
Burdick  Lectro-pads 11  offer  professionally  neat, 
quick  electrode  applications  without  electrolyte 
"build-up”  — a major  cause  of  AC  interference. 
Burdick  electrode  gel  meets  the  same  requisites — - 
it’s  easy  to  apply,  safe  and  stainless.  Your  electro- 
cardiograph is  only  as  good  as  the  supplies  you 
use  with  it  — specify  BURDICK. 


M.  D.,  on  “Treadmill  Stress  Testing”  and 
“Indications  For  Coronary  Arteriography.” 
November  21-22 — Endocrinology,  Robert  M. 
Salassa,  M.D.,  on  “Common  Problems  Re- 
lated To  The  Thyroid  Glands”  and  “Common 
Problems  Related  To  The  Parathyroid 
Gland.” 

January  23-24,  1976 — Urology,  Frank  J.  Leary, 
M.  D.,  on  “Common  Urologic  Problems.” 
February  27-28 — Thoracic  Diseases,  Richard  A. 
DeRemee,  M.D.,  on  “Common  Lung  Tumors” 
and  “Chronic  Obstructive  Lung  Disease.” 
March  26-27 — Neurology,  Burton  A.  Sandok, 
M.D.,  on  “Differential  Diagram  Of  Coma” 
and  “Hypertension  And  The  Brain.” 

April  23-24 — Infectious  Diseases,  Robert  E.  Van 
Scoy,  M.D.,  on  “Recent  Advances  In  The 
Treatment  Of  Infectious  Diseases.” 

While  the  seminars  are  largely  comprehensive 
lecture  sessions,  substantial  amounts  of  time  are 
devoted  to  questions  and  answers,  with  physicians 
in  the  audience  encouraged  to  discuss  case  histories. 

Persons  wishing  to  have  their  names  added  to  the 
McKennan-Mayo  Outreach  mailing  list  may  do  so 
by  writing:  McKennan-Mayo  Outreach,  Department 
of  Medical  Education,  McKennan  Hospital,  Sioux 
Falls,  South  Dakota  57101.  The  telephone  number 
is:  (605)-339-8 1 17. 
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Don’t  use  any* 

This  car  has  a quality  that  gets  more  valuable 
every  day.  It  needs  no  gasoline.  It’s  a Diesel. 
But  it’s  not  just  any  Diesel — it’s  a Mercedes-Benz. 
The  Mercedes-Benz  240  Diesel.  It’s  also  unusually 
reliable  and  has  one  of  the  cleanest  burning 
engines  in  any  car.  Want  to  beat  the  gas  shortage? 
We  have  the  solution. 

See  the 

Mercedes-Benz 
240  Diesel  at 
Vern  Eide  Buick 

33rd  & South  Minnesota  Avenue 
Sioux  Falls,  S.D. 

Phone:  336-1720 


Come  along  with  Leroy  & Edna  Barton 
as  they  RETURN  TO  THE  . . . 

ORIENT 

ON  ANOTHER  DELUXE  TOUR 

STARTING  NOVEMBER  7,  1975 

23  Exciting  Days 

DELUXE  HOTELS 
ALA  CARTE  DINING 
PLUS  SPECIAL  DINNERS 
TRANSPACIFIC  FLIGHTS  VIA 
NORTHWEST  ORIENT  AIRLINES 

Personally  Escorted  from  Sioux  Falls 

FOR  MORE  INFORMATION  AND 
A COLORFUL  BROCHURE 
CONTACT  . . . 

NERVIG  TRAVEL  SERVICE 

319  S.  Phillips,  Sioux  Falls,  S.D.,  (605)  336-1848 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $5.00  per  year  50£  per  copy 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 

REPRINTS:  Reprints  should  be  ordered  immediately  fol- 
lowing publication.  Type  left  standing  over  30  days  will 
be  destroyed  and  no  reprint  orders  will  be  taken.  All  re- 
print orders  should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  57104. 
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“Dr.  Collins  Day”  was  held  in 
Gettysburg  on  June  8,  to  honor 
E.  H.  Collins,  M.D.,  who  has 

served  the  people  of  that  area  for 
over  40  years.  An  open  house 
and  reception  was  sponsored  by 
the  Chamber  of  Commerce  and 
community  organizations. 

:j:  % ifc 

H.  H.  Theissen,  M.D.,  Rapid 
City,  conducted  a training  pro- 
gram for  west  river  public  health 
nurses  for  the  Dakota  Cervical 
Cancer  screening  program.  In 
Aberdeen  Janies  Hovland,  M.D. 
and  A.  C.  Vogele,  M.D.  spoke  on 
Cancer  of  the  Uterus  at  two  pro- 
grams on  “What  Every  Woman 
Should  Know  About  Cancer.” 

SjC  SjC 

The  Central  South  Dakota  chap- 
ter of  the  National  Organization 
for  Women  selected  Barbara 
Spears,  M.D.,  Pierre,  as  Woman 
of  the  Month.  She  was  honored 
for  her  contributions  toward  the 
equality  of  women  in  every  aspect 
of  life. 

i*S  5ft 

Charles  Monson,  M.D.,  Parkston, 
and  Beryl  Michaelson,  M.D,, 

Eagle  Butte,  have  completed  the 
continuing  education  require- 
ments to  retain  active  member- 
ship in  the  American  Academy 
of  Family  Physicians. 

jj:  ^ ^ 

Governor  Richard  Kneip's  office 
announced  the  appointment  of 

B.  O.  Lindbloom,  M.D.,  Pierre, 
to  the  Alcohol  Abuse  and  Alco- 
holism Advisory  Council. 


B.  C.  Gerber,  M.D.,  Aberdeen, 
served  as  chairman  at  the  sym- 
posium on  infectious  diseases  held 
at  St.  Luke's  Hospital,  Aberdeen. 

S}?  ^ 

Charles  E.  Hollerman,  M.D.,  a 

professor  of  pediatrics  at  George- 
town University,  Washington, 
D.C.,  has  been  named  professor 
of  pediatrics  and  adolescent  med- 
icine at  the  University  of  South 
Dakota  School  of  Medicine.  He 
is  a specialist  in  children’s  kid- 
ney diseases  and  is  officed  at 
Sacred  Heart  Hospital,  Yankton. 


The  South  Dakota  Public  Health 
Association  presented  its  1975 
award  to  B.  T.  Otey,  M.D.,  Flan- 
dreau,  for  his  outstanding  con- 
tributions to  community  health. 
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TO  THE 
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ENDOWMENT 
FUND 
IS  NEEDED 


Carlton  Kom,  M.D.  is  now  as- 
sociated with  J.  A.  Eckrich,  Jr., 
M.D.  in  the  practice  of  urology 
in  Aberdeen.  Dr.  Kom  received 
his  M.D.  degree  from  Temple 
University,  interned  at  the  Nava! 
Hospital  in  Newport,  Rhode  Is- 
land and  was  a resident  in  urol- 
ogy at  the  Naval  Hospital  at  San 
Diego.  Prior  to  coming  to  Aber- 
deen he  practiced  at  the  Naval 
Hospital  in  Pensacola,  Florida. 

^ ^ ^ ^ 

On  April  24  the  Technology 
Workshop  Series  was  held  at  the 
University  of  South  Dakota  in 
Vermillion.  Participants  included 
Durward  Lang,  M.D.,  workshop 
on  Radioimmunoassay;  Jose  Cres- 
po, M.D.  and  R.  D.  Schultz, 
M.D.,  workshop  on  Basic  Blood 
Morphology;  and  J.  F.  Barlow, 
M.D.,  workshop  on  Transfusion 
Reaction. 

sjc 

Thomas  Aceto,  Jr.,  M.D.,  a pedi- 
atric endocrinologist  and  profes- 
sor of  pediatrics  from  the  Uni- 
versity of  Virginia,  has  been 
named  chairman  of  the  new  de- 
partment of  pediatrics  at  the  Uni- 
versity of  South  Dakota  School 
of  Medicine.  Dr.  Aceto  will  head- 
quarter at  McKennan  Hospital, 
Sioux  Falls. 

The  Huron  Clinic  announced  the 
association  of  Arlan  G.  Zastrow, 
M.D.  in  the  practice  of  family 
medicine.  Dr.  Zastrow  attended 
the  University  of  South  Dakota 
and  received  his  M.D.  degree 
from  the  Texas  Tech  School  of 
Medicine. 
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MICHAEL  M.  MORRISSEY,  M.D. 

April  26,  1904— June  24,  1975 

Dr.  Morrissey  was  born  on  April  26,  1904,  at  Lovila,  Iowa. 
He  graduated  from  Drake  University  in  1926  with  his  Bachelors 
Degree  and  received  his  M.D.  degree  from  Loyola  University  in 
Chicago  in  1931.  He  interned  at  Mercy  Hospital  in  Des  Moines, 
Iowa  from  June  of  1931  until  July  of  1932. 

He  began  practice  in  Pierre,  South  Dakota  in  July  of  1932  and 
practiced  here  continuously  since  that  time.  In  his  early  years 
of  practice  during  the  Depression  and  drought  years  of  the  Thirties, 
there  were  many  farmsteads  and  ranches  within  a radius  of  fifty 
miles  of  Pierre  who  knew  his  automobile  and  physician’s  bag  well. 
In  later  years,  he  was  involved  in  the  establishment  of  the  Medical 
Associates  Clinic  in  Pierre. 

In  addition  to  his  medical  and  surgical  practice,  he  served  the 
community  by  acting  as  the  Medical  Examiner  for  the  Stanley  County  Selective  Service  Board  #1  through- 
out the  entire  course  of  World  War  II.  Also,  from  the  middle  1930's  until  the  early  1950’s,  he  was  Physician 
to  the  Pierre  Indian  Boarding  School.  From  1936  until  1947,  he  served  as  Hughes  County  Coroner.  In  1956, 
he  was  appointed  by  the  Governor  as  the  first  physician  member  of  the  newly  reorganized  Board  of  Charities 
and  Corrections  of  the  State  of  South  Dakota,  and  served  until  1960.  In  addition  to  these  activities,  he  was 
extremely  active  in  both  Pierre  Medical  District  and  South  Dakota  State  Medical  Association  activities  which 
culminated  in  his  election  as  President  of  the  South  Dakota  State  Medical  Association  in  1958. 

Dr.  Morrissey’s  other  activities  included: 

1.  Service  on  South  Dakota  State  “Medical  Panel”  for  six  years. 

2.  Charter  member  of  the  Rotary  and  Elks  in  Pierre. 

3.  Service  as  a member  of  the  State  Medical  Association’s  Council  and  Grievance  Committee. 

4.  A certified  fellow  of  the  International  College  of  Surgeons. 

In  1968,  Doctor  Morrissey  was  honored  by  the  South  Dakota  State  Medical  Association  as  recipient  of  the 
Association's  “Community  Service  Award,”  which  is  presented  to  an  outstanding  physician  in  South  Dakota. 

Survivors  include  his  wife,  Elizabeth;  a son,  Gerald,  Phoenix,  Arizona;  a daughter,  Mrs.  Richard  Erick- 
son, Sioux  Falls;  and  two  grandchildren,  Stephen  and  Susan  Erickson,  Sioux  Falls. 


IN  MEMORIAM 


Seldom  within  a lifetime  does  one  have  the  chance 
to  be  touched  by  a really  great  human  being. 

Many  times  we  do  not  even  realize  the  long  term 
effect  such  a person  has  on  one’s  life  until  that 
person  has  passed  from  our  midst. 

Our  state  and  the  medical  profession  has  recently 
lost  such  a man  in  Michael  M.  Morrissey,  M.D., 
Pierre. 

Doctor  Morrissey  established  his  practice  in 
Pierre  in  1932  and  began  a career  which  spanned 
42  years.  His  devotion  to  his  patients,  his  profession 
and  his  state  during  that  period  should  be  termed 
remarkable. 

His  willingness  and  ability  to  serve  brought  him 
to  the  presidency  of  the  State  Medical  Association 
in  1958.  In  addition  he  served  on  various  local  and 


state  committees  including  the  State  Board  of 
Charities  and  Corrections,  from  1956  to  1960. 
Justifiably,  he  was  honored  by  his  profession  in 
1968,  as  recipient  of  the  A.  H.  Robins — South 
Dakota  Medical  Association’s  Community  Service 
Award. 

In  presenting  that  award  to  Doctor  Morrissey,  I 
had  the  honor  to  point  out  to  the  gathering  that  he 
was  known  by  his  patients  as  “The  Doctor,”  by  his 
friends  as  “Mike,”  and  by  my  children  as  “Grand- 
dad.” 

He  touched  many  of  our  lives  and  it  was  a “good 
feeling.” 

Richard  C.  Erickson 

President 

South  Dakota  Blue  Shield 
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SOUTH  DAKOTA 


6th  ANNUAL 

BLACK  HILLS  SEMINAR 

ON 

NEPHROLOGY 

HYPERTENSION 

AND 

OBSTETRICS  & GYNECOLOGY 


AUGUST  15  & 16,  1975 

Howard  Johnson  Motor  Lodge,  Rapid  City,  South  Dakota 

Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians;  South  Dakota  Chapter 
of  the  American  College  of  Obstetrics  and  Gynecology 

SPECIAL  GUESTS:  Thomas  L.  Stern,  M.D.,  Director,  Division  of  Education,  American  Academy  of  Family 
Physicians , Kansas  City,  Missouri,  and  his  wife,  Gladys. 

This  program  is  acceptable  for  10  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 


Friday,  August  15,  1975 
Morning  Session 
Rushmore  Room 

Wenzel  J.  Kovarik,  M.D.,  Moderator 

8:00-  Registration  (all  day) 

9:00-  9:40  James  R.  Scott,  M.D. — Problems  with 
Antepartum  Bleeding. 

9:45-10:25  Charles  Hollerman,  M.D. — Office 
Care  of  Pediatric  Kidney  Problems. 

10:25-10:40  Coffee 

10:45-11:25  Alexander  Schirger,  M.D. — Treatment 
of  Hypertensive  Emergencies. 

11:25-12:05  Panel  Discussion  (all  morning  speak- 
ers) 

12:15-  2:00  Rushmore  Room — Luncheon  for  phy- 
sicians and  wives.  Luncheon  speaker 
— -Thomas  L.  Stern,  M.D. — Suppose 
Marcus  Welby  Practiced  in  South  Da- 
kota. 

Afternoon  Session 
Rushmore  Room 

Richard  Friess,  M.D.,  Moderator 

2:15-  2:55  Charles  Hollerman,  M.D. — Dialysis 
and  Transplants  in  Children. 

3:00-  3:40  Raymond  A.  Lee,  M.D. — Surgical 
Complications  of  Pregnancy. 

3:45-  4:15  Panel  Discussion  (both  afternoon 
speakers) 


4:15-  4:30  Coffee  and  Iced  Tea 

4:30-  Annual  Business  Meeting,  South  Da- 
kota Chapter,  American  Academy  of 
Family  Physicians — Election  of  Offi- 
cers, Constitution  and  Bylaw  Changes 
and  Additions. 

6:00  P.M.  FRIDAY — Bus  leaves  for  “Group  Din- 
ner” in  the  Black  Hills.  Bus  transpor- 
tation and  cocktails  provided. 

Saturday,  August  16,  1975 
Morning  Session 
Rushmore  Room 

B.  J.  Williams,  M.D.,  Moderator 

9:00-  9:40  Raymond  A.  Lee,  M.D. — Indications, 
Complications,  Advances  in  Cesarean 
Section. 

9:45-10:25  Alexander  Schirger,  M.D. — Manage- 
ment of  the  Office  Patient  with  Essen- 
tial Hypertension. 

10:25-10:40  Coffee  at  Tables 

10:45-1  1 :25  James  R.  Scott,  M.D. — Toxemia  of 
Pregnancy. 

1 1 :30-12:00  Panel  Discussion  (all  morning  speak- 
ers) 

12:30  Luncheon  Meeting — Board  of  Direc- 

tors, South  Dakota  Chapter,  American 
Academy  of  Family  Physicians — 
Rushmore  Room. 


MAKE  PLANS  TO  ATTEND  NOW. 

WRITE;  Black  Hills  Seminar 

c/o  S.D.  State  Medical  Assoc. 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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THE  SOUTH  DAKOTA  MEDICAT  SCHOOL 

ENDOWMENT  ASSOCIATION  GRATEFULLY 

ACKNOWLEDGES  THE 

FOLLOWING 

SPONSORING*  MEMBERS  FOR  THE  YEAR  1974 

Donald  Alcott,  M.D. 

James  Matson,  M.D. 

Jacob  Altman,  M.D. 

James  Mattox,  M.D. 

George  Angelos,  M.D. 

Wm.  Mattson,  M.D. 

T.  A.  Angelos,  M.D. 

Allen  I.  Midell,  M.D. 

Paul  Aspaas,  M.D. 

Ray  Moos,  M.D. 

Frank  H.  Austin,  M.D. 

M.  M.  Morrissey,  M.D. 

B.  J.  Begley,  M.D. 

James  D.  Nelson,  M.D. 

D.  E.  Berkebile,  M.D. 

Lawrence  F.  Nelson,  M.D 

S.  M.  Brzica,  M.D. 

J.  E.  Norris,  M.D. 

Kendall  Burns,  M.D. 

Warren  Opheim,  M.D. 

Allan  Dewald,  M.D. 

Harold  Phelps,  M.D. 

John  Elston,  M.D. 

R.  H.  Porter,  M.D. 

Henry  Fisher,  M.D. 

Curtis  W.  Rainy,  M.D. 

R.  G.  Fisk,  M.D. 

Manuel  Ramos,  M.D. 

C.  W.  Flevares,  M.D 

Brooks  Ranney,  M.D. 

D.  L.  Graves,  M.D. 

James  Rud,  M.D. 

Kenneth  Halverson,  M.D. 

T.  H.  Sattler,  M.D. 

W.  O.  Hanson,  M.D. 

L.  E.  Savage,  M.D. 

H.  O.  Haugan,  M.D. 

Howard  Saylor,  M.D. 

J.  M.  Hewitt,  M.D. 

Joseph  Sejvar,  M.D. 

Helmuth  E.  Hoff,  M.D. 

Howard  Shreves,  M.D. 

D.  R.  Holzwarth,  M.D. 

W.  F.  Stanage,  M.D. 

J.  K.  Jackson,  M.D. 

G.  H.  Steele,  M.D. 

Thomas  W.  Jensen,  M.D. 

Wm.  Sweeley,  M.D. 

Roger  Jernstrom,  M.D. 

L.  J.  Sweeney,  M.D. 

Warren  Jones,  M.D. 

R.  F.  Thompson,  M.D. 

E.  F.  Kalda,  M.D. 

R.  R.  Thornton,  M.D. 

J.  A.  Kunz,  M.D. 

R.  E.  Van  Demark,  M.D. 

Mitsuo  Kuramato,  M.D. 

James  C.  Welter,  M.D. 

C.  C.  Lardinois,  Jr.,  M.D. 

Luther  Wigdahl,  M.D. 

T.  J.  Laughlin,  M.D. 

T.  H.  Willcockson,  M.D. 

B.  O.  Lindbloom,  M.D. 

F.  R.  Williams,  M.D. 

C.  B.  McVay,  M.D. 

G.  F.  Wood,  M.D. 

Sponsoring  Members  contribute  $100  or  more  in  a calendar  year. 
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HEALTH  sciences  library 

UNIVERSITY  OF  MARYLAND 

BALTMD^ 


SEP  2 75  SEP  15  75 

CIRCULATES 


BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 


Table  of  Contents : page  2 


MI-CEBRIN® 

Vitamins-Minerals 


MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 


AND  A WIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


400944 


WEALTH  SCIENCES  LIBRARY 

UNIVERSITY  OF  MARY'  - "T 


SEP2  '75 

REC’D 


SEP  15 '75 


CIRCULAR Eb 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated:  as 
w'ith  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


i 5 

Valium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Future  Meetings 


September 

Critical  Care  Medicine  for  Physicians, 
Room  B-37,  Creighton  Health  Cen- 
ter, 10th  & Dorcas  St.,  Omaha,  NE, 
Sept.  3-7.  21  hours  prescribed 

A AFP  credits.  Coord:  Anthony  J. 
Carnazzo,  M.  D.,  Depart,  of  Sur- 
gery, Creighton  U.  School  of  Med., 
2500  California  St.,  Omaha,  NE 
68178. 

12th  Annual  Hospital  Medical  Staff 
Conference,  Estes  Park,  CO,  Sept. 
8-12.  34  credit  hours.  Office  of 
Postgraduate  Med.  Ed.,  U.  of  Colo., 
School  of  Medicine,  Cont.  No. 
C295,  4200  E.  9th  Ave.,  Denver, 
CO  80220. 

Family  Practice  Review,  U.  of  Neb. 
Med.  Center,  42nd  & Dewey  St., 
Omaha,  NE  68105,  Sept.  15-26. 
100  hours  prescribed  AAFP  credits. 
$475  fee.  Dir:  Robert  R.  Moutrie, 
Continuing  Ed.,  U.  of  Neb.  Med. 
Center,  42nd  & Dewey  St.,  Omaha, 
NE  68105. 

Mayo  Outreach  Seminar,  “Problems 
In  Management  of  Breast  Carci- 
noma” and  “Ovarian  Carcinoma — 
Current  Approaches  To  Treatment,” 

McKennan  Hosp.,  Sioux  Falls,  Sept. 
26,  27.  5 credit  hrs.,  Type  I.  Sec: 


Med.  Ed.,  McKennan  Hosp.,  Sioux 
Falls,  SD  57101. 

October 

27th  Annual  Scientific  Program  and 
Workshops  of  the  Society  for 
Clinical  and  Experimental  Hyp- 
nosis, Center  for  Continuing  Edu- 
cation, U.  of  Chicago,  Chicago,  IL, 
Oct.  7-12.  Adm.  Sec:  Mrs.  Marion 
Kenn,  SCEH,  205  West  End  Ave., 
Apt.  IP,  New  York,  NY  10023. 

Obstetrical  & Gynecological  Review 
Course,  Sonesta  Beach  Hotel  & 
Tennis  Club,  Key  Biscayne,  FL, 
Oct.  18-23.  Div.  of  Continuing 
Med.  Ed.,  U.  of  Miami  School  of 
Med.  P.  O.  Box  520875  Biscayne 
Annex,  Miami,  FL  33152. 

Mayo  Outreach  Seminar,  “Treadmill 
Stress  Testing”  and  “Indications  For 
Coronary  Arteriography,”  McKen- 
nan Hosp.,  Sioux  Falls,  Oct.  24,  25. 
5 credit  hrs.,  Type  I.  Sec:  Med.  Ed., 
McKennan  Hosp.,  Sioux  Falls,  SD 
57101. 

43rd  Annual  Postgraduate  Assembly, 
Omaha  Mid-West  Clinical  Society, 

Hilton  Hotel,  Omaha  NE,  Oct.  27, 
28,  29.  22  1/2  hrs  prescribed 

AAFP  and  AMA  credits.  Dir:  John 
F.  Fitzgibbons,  MD,  1040  Med. 
Arts  Bldg.,  Omaha,  NE  68102. 


November 

First  Annual  Mid-American  Breast 
Cancer  Symposium,  Concourse 
Hotel,  Madison,  WI,  Nov.  7-8.  9 
hours  Category  II  AMA  credits. 
Wisconsin  Breast  Cancer  Detection 
Foundation,  7803  Mineral  Point 
Rd„  Madison,  WI  53717. 

Clinical  Application  of  Intro-Aortic 
Balloon  Pump,  Americana  Hotel, 
Bal  Harbour,  FL,  Nov.  14,  15.  Div. 
of  Con.  Med.  Ed.,  U.  of  Miami 
School  of  Med.,  P.O.  Box  520875 
Biscayne  Annex,  Miami,  FL  33152. 

Mayo  Outreach  Seminar,  “Common 
Problems  Related  To  The  Thyroid 
Glands”  and  “Common  Problems 
Related  To  The  Parathyroid  Gland,” 

McKennan  Hosp.,  Sioux  Falls,  Nov. 
21,  22.  5 credit  hrs.,  Type  I.  Sec: 
Med.  Ed.,  McKennan  Hosp.,  Sioux 
Falls,  SD  57101. 

The  Health  Practitioner  Looks  at  Sex- 
uality, Americana  Hotel,  Bal  Har- 
bour, FL,  Nov.  20-23.  Div.  of  Con. 
Med.  Ed.,  U.  of  Miami  School  of 
Med.,  P.O.  Box  520875  Biscayne 
Annex,  Miami,  FL  33152. 

AMA  Clinical  Convention,  Honolulu, 
Hawaii,  Nov.  30-Dec.  5.  Con.  Ser- 
vices Dept.,  AMA,  535  N.  Dear- 
born St.,  Chicago,  IL  60610. 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
Ninety-Fourth  Annual  Meeting 
May  30,  31,  June  1,  1975 


1975-1976  OFFICERS 


President 

G.  E.  Tracy,  M.D Watertown 

President-Elect 

Fred  Leigh,  M.D Huron 

Vice-President 

James  Ryan,  M.D Mobridge 

Secretary-Treasurer  (1976) 

A.  P.  Reding,  M.D Marion 

AMA  Delegate  (1976) 

R.  H.  Quinn,  M.D Sioux  Falls 

AMA  Alternate  Delegate  (1976) 

J.  T.  Elston,  M.D Rapid  City 

Chairman  of  the  Council 

C.  L.  Swanson,  M.D Pierre 

Speaker  of  the  House 

J.  B.  Gregg,  M.D Sioux  Falls 

Councilor  at  Large 

R.  E.  Van  Demark,  M.D Sioux  Falls 

COUNCILORS 
First  District  (Aberdeen) 

Winston  Odland,  M.D.  (1977) Aberdeen 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1977) Watertown 

Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1978) Brookings 

Fourth  District  (Pierre) 

C.  L.  Swanson,  M.D.  (1977) Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M.D.  (1978)  Huron 

Sixth  District  (Mitchell) 

Harvard  Lewis,  M.D.  (1978)  Mitchell 

Seventh  District  (Sioux  Falls) 

B.  J.  Begley,  M.D.  (1978) Sioux  Falls 

Warren  Jones,  M.D.  (1976)  Sioux  Falls 

P.  K.  Aspaas,  M.D.  (1977) Dell  Rapids 

Eighth  District  (Yankton) 

Duane  Reaney,  M.D.  (1977) Yankton 

Ninth  District  (Rapid  City) 

R.  H.  Harris,  M.D.  (1978)  Rapid  City 

J.  N.  Hamm,  M.D.  (1976)  Sturgis 

A.  J.  Barrett,  M.D.  (1977) Rapid  City 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  M.D.  (1976)  Gregory 

Eleventh  District  (Northwest) 

R.  R.  Lawrence,  M.D.  (1976)  Mobridge 


Twelfth  District  (Whetstone  Valley) 


Eldon  Bell,  M.D.  (1976)  Webster 

ALTERNATE  COUNCILORS 
First  District  (Aberdeen) 

G.  H.  Steele,  M.D.  (1977) Aberdeen 

Second  District  (Watertown) 

E.  H.  Heinrichs,  M.D.  (1977) Watertown 

Third  District  (Brookings-Madison) 

R.  G.  Belatti,  M.D.  (1978)  Madison 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1977) Pierre 

Fifth  District  (Huron) 

G.  R.  Bell,  M.D.  (1978)  DeSmet 

Sixth  District  (Mitchell) 

R.  G.  Gere,  M.D.  (1978)  Mitchell 

Seventh  District  (Sioux  Falls) 

D.  L.  Ensberg,  M.D.  (1978)  Sioux  Falls 

Edward  Daw,  M.D.  (1976) Sioux  Falls 

Stanley  Devick,  M.D.  (1977)  Colton 

Eighth  District  (Yankton) 

Clark  Johnson  (1977)  Yankton 

Ninth  District  (Rapid  City) 

Thomas  Mead,  M.D.  (1978)  Spearfish 

E.  T.  Ruud,  M.D.  (1977)  Hot  Springs 

N.  R.  Whitney,  M.D.  (1976) Rapid  City 

Tenth  District  (Rosebud) 

Robert  Stiehl,  M.D.  (1976) Winner 

Eleventh  District  (Northwest) 

L.  M.  Linde,  M.D.  (1976) Mobridge 

Twelfth  District  (Whetstone  Valley) 

Joseph  Kass,  M.D.  (1976) Rosholt 


1975-1976  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

R.  G.  Gere,  M.D.,  Chairman  (1976)  Mitchell 
Bernie  Hanson,  M.D.  (1977)  Watertown 
R.  H.  Hayes,  M.D.,  (1977)  Pierre 
Bill  Church,  M.D.  (1977)  Sioux  Falls 

L.  W.  Karlen,  M.D.  (1977)  De  Smet 
Patrick  McGreevy,  M.D.  (1977)  Sioux  Falls 
A.  A.  Lampert,  M.D.  (1976)  Rapid  City 

R.  B.  Henry,  M.D.  (1976)  Brookings 

M.  R.  Cosand,  M.D.  (1976)  Pierre 

R.  R.  Lawrence,  M.D.  (1976)  Mobridge 

V.  Janavas,  M.D.  (1978)  Milbank 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 
R.  J.  Foley,  M.D.  (1978)  Tyndall 

R.  W.  Honke,  M.D.  (1978)  Wagner 
Myron  Jerde.  M.D.  (1978)  Rapid  City 


AUGUST  1975 
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COMMISSION  ON  INTERNAL  AFFAIRS, 

COMMUNICATIONS  AND  LIAISON 

J.  F.  Barlow,  M.D.,  Chairman  (1976)  Sioux  Falls 

C.  R.  Stoltz,  M.D.  (1977)  Watertown 
W.  O.  Hanson,  M.D.  (1977)  Huron 
Loren  Amundson,  M.D.  (1977)  Sioux  Falls 
H.  J.  Stensrud,  M.D.  (1977)  Madison 
Warren  Golliher,  M.D.  (1976)  Spearfish 

T.  A.  Hohm,  M.D.  (1976)  Huron 
Harold  Fletcher,  M.D.  (1976)  Vermillion 
Jay  Hubner,  M.D.  (1976)  Yankton 
R.  E.  Van  Demark.  M.D.  (1976)  Sioux  Falls 

D.  N.  Fedt,  M.D.  (1978)  Watertown 
C.  B.  Gwinn,  M.D.  (1978)  Rapid  City 
Charles  Loos,  M.D.  (1978)  Rapid  City 
R.  E.  Shaskey,  M.D.  (1978)  Brookings 
Lawrence  Finney, M.D.  (1978)  Sioux  Falls 


COMMISSION  ON  MEDICAL  SERVICE 

B.  C.  Gerber,  M.D.,  Chairman  (1976)  Aberdeen 

David  Holzwarth,  M.D.  (1977)  Yankton 

J.  A.  Rud,  M.D.  (1977)  Watertown 

Roscoe  Dean,  M.D.  (1977)  Wessington  Springs 

Donald  Weatherill,  M.D.  (1977)  Mitchell 

Anthony  Javurek,  M.D.  (1977)  Deadwood 

Curtis  Wait,  M.D.  (1976)  Brookings 

Anton  Petres,  M.D.  (1976)  Salem 

Jack  Berry,  M.D.  (1976)  Mitchell 

John  Hoskins,  M.D.  (1976)  Sioux  Falls 

W.  B.  Odland,  M.D.  (1978)  Aberdeen 

Warren  Jones,  M.D.  (1978)  Sioux  Falls 

Guy  Tam,  M.D.  (1978)  Sioux  Falls 

Howard  Saylor,  M.D.  (1978)  Huron 

Matthew  Langenfeld,  M.D.  (1978)  Spearfish 


COMMISSION  ON  SCIENTIFIC  MEDICINE 

J.  C.  Larson,  M.D.  Chairman  (1976)  Watertown 

Juan  Chavier,  M.D.  (1977)  Aberdeen 

T.  A.  Angelos,  M.D.  (1977)  Canton 

R.  R.  Thornton,  M.D.  (1977)  Yankton 

W.  J.  Kovarik,  M.D.  (1977)  Rapid  City 

E.  A.  Schabauer,  M.D.  (1977)  Mitchell 

H.  Phil  Gross,  M.D.,  (1976)  Sioux  Falls 

A.  J.  Janusz,  M.D.  (1976)  Aberdeen 

B.  T.  Otey,  M.D.  (1976)  Flandreau 

R.  E.  Gunnarson,  M.D.  (1976)  Sioux  Falls 

C.  E.  Tesar,  M.D.  (1978)  Rapid  City 
G.  Robert  Bell,  M.D.  (1978)  De  Smet 
R.  J.  Zaka'ni,  M.D.  (1978)  Pierre 
Joseph  Kass,  M.D.  (1Q78)  Rosholt 

R.  B.  Leander,  M.D.  (1978)  Sioux  Falls 


GRIEVANCE  COMMITTEE 

J.  A.  Muggly,  M.D.  (1976)  Madison 

G.  R.  Bartron,  M.D.  (1977)  Watertown 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 

T.  H.  Sattler,  M.D.  (1979)  Yankton 

R.  E.  Van  Demark,  M.D.  (1980)  Sioux  Falls 


UTILIZATION  AND  INSURANCE  REVIEW 
COMMITTEE 

H.  Russell  Brown,  M.D.,  Chairman,  Watertown 

H.  Phil  Gross,  M.D.,  Sioux  Falls 

E.  S.  Palmerton,  M.D.,  Rapid  City 

W.  O.  Rossing,  M.D.,  Sioux  Falls 

Paul  Tschetter,  M.D.,  Huron 

E.  F.  Kakla,  M.D.,  Platte 

H.  H.  Theissen,  M.D..  Rapid  City 

Michael  Rost,  M.D.,  Sioux  Falls 


REPORT  OF  THE  BUDGET  AND  AUDIT  COMMITTEE 

3:30  p.m.  Holiday  Inn  Downtown 

Saturday,  May  31,  1975  Sioux  Falls,  S.D, 

The  meeting  was  called  to  order  by  John  F.  Barlow,  M.D., 
Chairman  of  the  Budget  and  Audit  Committee.  Present 
were  Drs.  Barlow,  Fred  Leigh,  A.  P.  Reding,  J.B. 
Gregg,  Bruce  Lushbough,  R.  E.  Van  Demark,  and  G.  E. 
Tracy. 

The  Committee  reviewed  the  CPA  Audit  of  the  Associ- 
ation's accounts  prepared  by  the  firm  of  Broeker  Hen- 
drickson and  Company.  Dr.  Lushbough  moved  that  the 
Committee  accept  the  audit  as  submitted.  The  motion 
was  seconded  and  carried. 

The  Committee  reviewed  the  April  1975,  financial  re- 
port which  reflected  the  previous  fiscal  year’s  expendi- 
tures and  income. 

A discussion  was  held  on  the  package  registration  fee 
for  both  the  members  of  the  South  Dakota  State  Medical 
Association  and  the  Woman’s  Auxiliary.  Dr.  Reding  moved 
that  the  Committee  recommend  to  the  Council  that  the 
Association  continue  the  package  registration  fee  at  the 
annual  meeting  as  has  been  done  for  the  past  several 
years.  The  motion  was  seconded  and  carried. 

The  Committee  again  reviewed  the  proposed  budget 
for  1975-76  and  made  no  recommendations  for  change.  This 
budget  has  been  submitted  to  the  House  of  Delegates  for 
approval. 

The  meeting  adjourned  at  4:30  p.m. 

FIRST  COUNCIL  MEETING  MINUTES 

7:30  PM.  Holiday  Inn  Downtown 

Thursday,  May  29, 1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  Fred  Leigh, 
Chairman  Protem.  Those  present  for  roll  call  were  Doctors 
R.  E.  Van  Demark,  G.  E.  Tracy,  Fred  Leigh,  A.  P.  Red- 
ing, R.  H.  Quinn,  J.  T.  Elston,  John  B.  Gregg,  T.  H.  Satt- 
ler, W.  B.  Odland,  G.  Robert  Bartron,  C.  L.  Swanson, 
David  Buchanan,  Harvard  Lewis,  B.  J.  Begley,  Warren 
Jones,  P.  K.  Aspaas,  Duane  Reaney,  R.  H.  Harris,  J.  N. 
Hamm,  A.  J.  Barrett,  R.  G.  Nemer,  James  Ryan,  Eldon 
Bell,  E.  T.  Ruud,  and  Larry  Weitzenkamp,  student  represent- 
ative. Commission  chairmen  present  were  Doctors  J.  F. 
Barlow,  B.  C.  Gerber  and  James  Larson.  Also  in  attend- 
ance were  A.  A.  Lambert,  M.D.,  Myron  Jerde,  M.D.,  Wil- 
liam Jones,  M.D.,  Paul  Hohm,  M.D.,  R.  B.  Leander,  M.D. 
and  Mr.  Dave  Vrooman,  chairman  of  the  Malpractice 
Committee  for  the  South  Dakota  Bar  Association. 

Dr.  Lewis  moved  that  the  Council  accept  the  minutes 
of  the  previous  meeting  as  published.  The  motion  was 
seconded  by  Dr.  Bartron  and  carried. 

Mr.  Vrooman  spoke  briefly  on  behalf  of  the  Bar  Associ- 
ation, and  stated  that  the  Bar  Association  is  anxious  to 
work  with  the  Medical  Association  towards  attaining  legis- 
lative action  to  alleviate  the  malpractice  insurance  problem 
in  South  Dakota. 

Dr.  Jones  reported  on  the  action  of  the  special  Cardiac 
Care  Committee.  Following  discussion  Dr.  Jones  moved 
that  the  Council  approve  the  recommendation  of  the  Com- 
mission on  Medical  Service  and  the  special  Cardiac  Care 
Committee  with  regard  to  recommending  issuance  of  a 
Certificate  of  Need  for  a cardiac  care  unit  to  be  estab- 
lished in  South  Dakota  and  that  such  unit  be  established 
in  Sioux  Falls.  The  motion  was  seconded  by  Dr.  Bell  and 
carried. 

The  Council  received  a brief  report  on  the  Malpractice 
Select  Committee  given  by  Dr.  Van  Demark,  Dr.  Odland 
and  Dr.  Tracy.  Dr.  Tracy  also  briefly  reported  on  the  trips 
made  to  the  major  malpractice  insurance  carriers  in  the 
state  of  South  Dakota;  those  being  St.  Paul,  Aetna,  Hart- 
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ford  and  US  F & G.  He  urged  the  physicians  to  act  as  a 
unified  group  in  any  action  undertaken.  Dr.  Quinn  moved 
that  the  Council  submit  a resolution  to  the  House  of 
Delegates  stating  that  the  Council  is  opposed  to  claims 
made  insurance  and  that  it  is  not  considered  an  acceptable 
form  of  insurance.  The  motion  was  seconded  by  Dr.  Nemer 
and  carried.  Dr.  Tracy  moved  that  the  Council  submit  to 
the  House  of  Delegates  the  Medical  Malpractice  Position 
Paper  as  submitted  to  the  Council.  The  motion  was  seconded 
by  Dr.  Ryan  and  carried. 

The  Council  again  reviewed  openings  on  the  AMA  Coun- 
cils and  Committees.  Dr.  Tracy  moved  that  the  South 
Dakota  State  Medical  Association  submit  the  name  of 
R.  H.  Quinn,  M.D.  for  appointment  to  the  Committee  on 
Community  Emergency  Services.  The  motion  was  seconded 
by  Dr.  Lewis  and  carried. 

Dr.  Paul  Hohm  gave  an  update  on  the  Huron  court 
case.  He  stated  that  the  final  judgment  upheld  the  original 
bylaws  approved  by  the  hospital  and  the  medical  staff  in 
1949  and  ruled  that  the  bylaws  adopted  by  the  hospital  in 
November  1972  are  null  and  void.  He  stated  that  the  hos- 
pital has  90  days  in  which  to  appeal  this  decision,  and  they 
have  indicated  that  an  appeal  will  be  forthcoming.  Accord- 
ing to  the  Huron  physicians’  legal  counsel  it  is  estimated 
that  an  appeal  will  cost  the  Huron  physicians  approximate- 
ly $6,000  in  addition  to  costs  involved  in  the  original  case. 
The  Huron  physicians  requested  that  inasmuch  as  this  rul- 
ing will  affect  all  hospitals  and  medical  staffs  in  the  state  of 
South  Dakota  that  the  South  Dakota  State  Medical  Associ- 
ation underwrite  the  costs  of  this  appeal.  Dr.  Jones  moved 
that  the  Association  support  the  financial  request  of  the 
Huron  physicians  of  approximately  $6,000.  The  motion  was 
seconded  by  Dr.  Lewis  and  carried. 

The  Council  considered  a request  from  the  Pennsyl- 
vania Medical  Association  for  donations  to  restore  Dr. 
Rush’s  home.  Dr.  Bartron  moved  that  this  matter  be  ta- 
bled. The  motion  was  seconded  by  Dr.  Hamm  and  carried. 

The  Council  considered  the  guidelines  for  payment  of 
prescription  drugs  by  the  Welfare  Department  which  are 
to  become  effective  June  1,  1975.  Dr.  Bartron  moved  that 
discussion  of  this  matter  be  deferred  until  the  Sunday  Coun- 
cil meeting  after  receiving  specific  complaints  from  various 
specialty  societies  and  after  the  executive  secretary  has  con- 
tacted the  Association  legal  counsel  to  obtain  definitive 
legal  objections  and  to  obtain  a recommendation  and  to  see 
what  is  involved  in  requesting  a restraining  order.  The  mo- 
tion was  seconded  by  Dr.  Begley  and  carried. 

Dr.  Muggly  briefly  reported  on  the  activities  of  the 
Foundation.  He  stated  that  a grant  request  has  been  sub- 
mitted; however,  to  date  the  Foundation  has  not  received 
word  as  to  whether  or  not  it  will  be  accepted.  He  stated  that 
following  acceptance  of  the  grant  it  will  be  necessary  to 
poll  the  physicians  in  South  Dakota  to  see  if  they  wish  to 
have  the  Foundation  do  the  PSRO  work  for  South  Dakota. 
They  must  receive  a 50  percent  affirmative  vote  or  an- 
other organization  will  be  named  to  do  this  work. 

The  Council  discussed  the  resignation  of  Dr.  Robert 
Hayes  as  Secretary  of  the  Department  of  Health  and  the 
forthcoming  appointment  to  be  made  by  the  Governor. 
Dr.  Begley  moved  that  the  Medical  Association  strongly 
recommend  that  a physician  qualified  for  licensure  under 
the  Medical  Practice  Act,  with  expertise  in  Public  Health, 
be  appointed  to  the  position  of  Secretary  of  Health  and 
that  a Search  Committee  be  appointed  by  the  Council  to 
recommend  physicians  to  the  Governor  for  consideration 
of  appointment.  The  motion  was  seconded  by  Dr.  Bell 
and  carried. 

Mr.  Johnson  briefly  reported  on  the  proposed  federal 
roll  back  on  Medicare  physician  fees.  He  stated  that  the 
AMA  has  filed  legal  action  to  delay  implementation  of 
these  regulations  and  he  will  keep  the  Council  informed 
of  future  events  in  this  regard. 


Dr.  Sattler  and  Mr.  Johnson  reported  on  the  Health 
Service  Agency  and  the  recent  meeting.  The  Governor  has 
designated  South  Dakota  as  one  area;  therefore,  at  the 
recent  meeting  providers,  representatives  of  the  six  planning 
areas  in  the  state  and  interested  individuals  reviewed  pro- 
posed bylaws  for  the  agency.  The  Board  of  Directors 
of  the  HSA  is  a 31  member  board,  and  at  this  meeting  it 
was  determined  that  each  planning  district  will  have  one 
member  and  the  remainder  will  be  providers  and  con- 
sumers. Dr.  Sattler  stated  that  the  HSA  will  be  a pri- 
vate corporation. 

The  Council  considered  a letter  from  Mr.  Dave  Gerdes, 
the  Association  legal  counsel,  with  regard  to  a possible 
conflict  of  interest  in  representing  both  the  Medical  Associ- 
ation and  insurance  companies.  Dr.  Sattler  moved  that  the 
Executive  Committee  meet  with  the  Association  legal  coun- 
sel to  discuss  this  letter.  The  motion  was  seconded  by  Dr. 
Begley  and  carried. 

Mr.  Johnson  reported  that  the  Legislative  Research  Coun- 
cil will  meet  on  June  19  in  Pierre  to  discuss  the  mal- 
practice problem,  and  they  have  invited  representatives  of 
the  Medical  Association  to  testify  at  that  time.  Dr. 
Buchanan  moved  that  the  Executive  Committee  appoint 
representatives  to  attend  this  meeting.  The  motion  was  sec- 
onded by  Dr.  Harris  and  carried. 

The  meeting  adjourned  at  10:00  p.m. 

SECOND  COUNCIL  MEETING  MINUTES 

11:30  A.M.  Holiday  Inn  Downtown 

Sunday,  June  1,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Bruce  Lushbough, 
M.D.,  Chairman  of  the  Council.  Those  present  for  roll  call 
were  Doctors  G.  E.  Tracy,  Fred  1-eigh,  James  Ryan,  A.  P. 
Reding,  R.  H.  Quinn,  J.  B.  Gregg,  R.  E.  Van  Demark, 
W.  B.  Odland,  G.  Robert  Bartron,  Bruce  Lushbough,  C.  L. 
Swanson,  Harvard  Lewis,  D.  J.  Buchanan,  B.  J.  Begley, 
P.  K.  Aspaas,  Duane  Reaney,  R.  H.  Harris,  J.  N.  Hamm, 
R.  G.  Nemer,  Eldon  Bell,  student  representative,  Larry 
Weitzenkamp,  Commission  chairman  J.  C.  Larson,  M.D. 
and  guests,  R.  C.  Jahraus,  M.D.,  E.  H.  Heinrichs,  M.D. 
and  T.  B.  McManus,  M.D. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published.  The  motion  was  seconded  by  Dr.  Buchanan 
and  carried. 

Dr.  Ryan  requested  that  the  Council  delay  electing  a 
Councilor  from  the  Northwest  District  pending  the  re- 
ceipt of  nominations  from  that  district. 

Nominations  were  in  order  for  Chairman  of  the  Coun- 
cil. Dr.  Begley  nominated  C.  L.  Swanson,  M.D.  Dr.  Gregg 
moved  that  nominations  cease  and  a unanimous  ballot  be 
cast  for  Dr.  Swanson.  The  motion  was  seconded  and 
carried. 

The  Council  discussed  at  length  the  letter  received  at  the 
previous  Council  meeting  from  the  Association’s  legal 
counsel.  Dr.  Barton  moved  that  the  Council  1)  thank  our 
present  legal  firm  for  its  services  and  2)  appoint  John  Zim- 
mer as  retained  counsel  for  the  South  Dakota  State  Medical 
Association.  The  motion  was  seconded  by  Dr.  Bell.  Dr. 
Quinn  moved  to  amend  the  motion  to  charge  the  Executive 
Committee  to  discuss  the  letter  with  the  present  legal 
counsel  and  then  to  make  a determination  as  to  whom  the 
legal  counsel  should  be  for  the  Association.  The  motion  was 
seconded  by  Dr.  Buchanan  and  carried.  Vote:  11  for;  7 
against.  The  motion  as  amended  passed. 

Mr.  Johnson  reported  that  he  attempted  to  contact  Mr. 
Gerdes  by  telephone  concerning  the  pharmaceutical  regula- 
tions adopted  by  the  Welfare  Department;  however,  he 
was  unable  to  reach  him.  He  stated  that  he  then  asked 
Mr.  Zimmer  about  these  regulations;  however,  he  indicated 
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3.  Periodic  payments — would  provide  for  payment  of 
awards  in  other  than  a lump  sum.  Payments  could  be 
made  monthly,  quarterly  or  annually,  where  the  settle- 
ment exceeds  $100,000. 

4.  Joint  Underwriting  Association — a pool  of  insurance 
companies  writing  insurance  in  this  State  which  would 
provide  a reserve  to  write  liability  insurance  for  those 
physicians  who  are  unable  to  purchase  coverage  from 
any  other  company. 

5.  Elimination  of  ad  damnum  clause — would  eliminate 
the  publication  of  damages  requested  in  a malpractice 
suit. 

6.  Collateral  Source  Rule — would  allow  evidence  to  be 
introduced  to  show  what  payments  had  been  re- 
ceived from  other  sources  by  the  plaintiff  for  the  al- 
leged malpractice. 

7.  Punitive  Damages — consist  of  the  amount  of  the  award 
given  for  other  than  actual  costs  incurred  by  the  plain- 
tiff. (e.g.  pain,  suffering,  mental  anguish,  malice) 

8.  Physician  Owned  Mutual  Insurance  Company — A mu- 
tual insurance  company  set  up,  financed  and  operated 
by  physicians  to  provide  liability  coverage  to  members 
of  the  South  Dakota  State  Medical  Association,  if  feasi- 
ble. A legislative  package  would  have  to  be  enacted  to 
make  the  climate  such  that  such  a company  would  be 
financially  stable  and  able  to  provide  continuing  cover- 
age. 

9.  Public  and  Professional  Educational  Program — to  in- 
form the  public,  the  profession,  legislators  and  appropri- 
ate government  officials  of  the  crisis  in  medical  mal- 
practice insurance. 

10.  Burden  of  Proof — would  require  that  a licensed  person 
in  the  same  profession  in  the  same  area  testify  as  to 
acceptable  medical  practice  in  a malpractice  case.  It 
would  do  away  with  the  doctrine  of  Res  Ipsa  Loquitur. 

11.  Informed  Consent — would  provide  that  informed  con- 
sent is  a medical  question  which  should  be  determined 
by  the  acceptable  standards  in  the  individual  state  or 
contiguous  bordering  states. 

12.  Peer  Review  Immunity — would  grant  immunity  to  a 
member  of  a review  board  with  respect  to  his  evaluation 
of  a physician’s  conduct  in  regard  to  staff  privileges  and 
also  to  a member  of  a review  board  who  hears  evi- 
dence dealing  with  a physician’s  alleged  negligence  in  a 
particular  case. 

13.  Specification  of  Elements  of  Damages — requires  jury 
in  medical  malpractice  actions  to  state  separately  the 
elements  of  damages  upon  which  the  award  is  based 
and  to  assign  a specific  amount  to  each  element. 

14.  Mandatory  bifurcation  of  trial — separates  the  findings 
of  the  jury  in  regard  to  the  alleged  malpractice  and 
the  amount  of  the  award  to  be  entered  for  the  plaintiff. 
(Adopted — See  Second  House  of  Delegates  Meeting) 

MALPRACTICE  SELECT  COMMITTEE 

7:00  P.M.  Howard  Johnson  Motor  Lodge 

Wednesday,  May  7,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  7:30  p.m.  The  com- 
mittee elected  Winston  Odland,  M.D.,  chairman  pro  tern  in 
the  absence  of  George  Smith,  M.D.  Those  present  were 
Winston  Odland,  M.D.;  G.  E.  Tracy,  M.D.;  Eldon  Bell, 
M.D.;  Stephen  Haas,  M.D.;  John  Barlow,  M.D.:  B.  J.  Begley, 
M.D.;  J.  A.  Muggly,  M.D.;  R.  E.  Van  Demark,  M.D.; 
Mr.  Dave  Gerdes  and  Mr.  John  Zimmer. 

Dr.  Bell  reviewed  the  report  of  the  Legislative  Subcom- 
mittee for  the  members  information. 

SUBCOMMITTEE  ON  LEGISLATION 
MALPRACTICE  SELECT  COMMITTEE 

3:00  P.M.  Howard  Johnson  Motor  Lodge 

Wednesday,  May  7,  1975  Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  at  3:30  p.m.  Those  pres- 
ent were  Eldon  Bell,  M.D.:  R.  G.  Gere,  M.D.  and  Mr. 
Dave  Gerdes. 

Following  discussion  and  review  of  model  legislation 
concerning  malpractice  the  subcommittee  proposed  the  fol- 
lowing legislative  program  for  South  Dakota: 

Bills  of  No.  1 Priority: 

1.  Burden  of  proof 

2.  Lower  statute  of  limitations  and  remove  the  suicide 
clause 

3.  Informed  consent — revised 

4.  Peer  review  immunity 

5.  Specification  of  the  elements  of  damages 

6.  Periodic  payments 

7.  Joint  Underwriting  Association 

8.  Mandatory  bifurcation  of  trial 

Bills  of  No.  2 Priority: 

1.  Elimination  of  ad  damnum 

2.  Collateral  source  rule 

3.  Punitive  damage 

No  action  by  the  Association: 

1.  Contingency  fees 

Support  but  not  introduce: 

1.  Limitation  of  awards 

The  meeting  adjourned  at  5:00  p.m. 

It  was  suggested  that  the  peer  review  immunity  bill  be 
renamed  not  to  include  the  word  “foundation.”  A discussion 
was  held  concerning  legislation  pertaining  to  contingency 
fees.  It  was  the  feeling  of  the  Committee  that  the  State 
Medical  Association  not  introduce  such  legislation.  A dis- 
cussion was  held  pertaining  to  limitation  of  awards.  It  was 
the  feeling  of  the  Committee  that  the  State  Medical  As- 
sociation not  introduce  such  legislation  but  rather  encour- 
age the  Legislative  Research  Council  to  study  such  pro- 
posal. Dr.  Tracy  moved  that  the  Committee  accept  the 
report  of  the  Legislative  Subcommittee.  The  motion  was 
seconded  by  Dr.  Bell  and  carried. 

Dr.  Begley  briefly  reviewed  the  report  of  the  Public 
Education  Subcommittee  for  the  members  information. 

SUBCOMMITTEE  ON  PUBLIC  EDUCATION 

MALPRACTICE  SELECT  COMMITTEE 

On  Monday,  April  28,  the  Subcommittee  on  Public 
Education  met.  Those  present  were  B.  J.  Begley,  M.D., 
J.  F.  Barlow,  M.D.  and  Robert  Johnson.  The  following 
recommendations  are  made  for  review  by  the  Malpractice 
Select  committee: 

I.  Embark  on  a campaign  of  professional  education, 

such  campaign  could  include: 

1.  The  Grab  Bag 

A.  Send  out  our  concerns  about  claims  made  to 
the  membership 

2.  The  Journal 

3.  The  Annual  Meeting 

4.  District  Meetings 

5.  Information  sent  through  Councilors,  District  so- 
ciety Presidents  and  Secretaries 

6.  News  releases  made  to  the  general  public 

7.  Special  mailings  on  malpractice 

8.  Hospital  staff  meetings 

II.  Embark  on  a public  education  program  utilizing  any 

or  all  of  the  following  media: 

1.  Television 

A.  Purchased  time 

B.  Public  service  time 

C.  Special  series 
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D.  News  coverage 

2.  Radio 

A.  Purchased  time 

B.  Public  service  spots 

C.  News  Coverage 

3.  Newspaper 

A.  Purchased  space 

B.  Feature  articles 

C.  News  stories  (pick  up  by  press) 

D.  News  releases  (sent  from  our  office) 

4.  Direct  Mail 

A.  Inserts  for  doctors  to  put  in  monthly  billing 
statements 

B.  Possibly  getting  Blue  Shield  to  put  in  an  insert 
in  their  checks  and  notice  of  payments 

5.  Printed  literature  and  brochures  to  be  placed  in 
physicians’  waiting  rooms  after  solutions  are  avail- 
able 

6.  Speeches  and  presentations  to  service  clubs,  etc. 

III.  Embark  on  an  educational  program  for  governmental 

officials  and  legislators.  The  following  would  be  a 
possible  means  of  contacting  such  persons: 

1.  Special  mailings 

2.  Information  for  Legislative  Research  Council 

3.  Direct  personal  contact  by  selected  physicians  with 
their  local  legislators 

4.  Plus  all  the  information  put  out  to  the  general 
public 

The  campaign  should  develop  in  the  following  manner: 

I.  Inform  all  persons  of  the  fact  that  a problem  does 
exist 

1.  A good  deal  of  this  has  already  begun,  and  can 
continue  through  the  campaign.  (It  was  the  feeling 
of  the  Subcommittee  that  two  major  points  should 
be  emphasized  in  the  campaign;  those  being  the 
fact  that  increased  costs  of  malpractice  insurance 
will  affect  the  cost  of  medical  care  to  the  con- 
sumer and  that  if  coverage  continues  to  be  un- 
available for  solo  practitioners,  fewer  physicians 
will  be  coming  to  South  Dakota.) 

A.  Coverage  in  certain  cases  is  unavailable  (docu- 
ment when  available) 

B.  High  premiums  reflect  in  higher  costs  of  med- 
ical care 

2.  Explain  our  concerns  over  claims  made  insurance 
protection  (must  be  done  carefully) 

A.  Forces  older  physicians  to  retire  early,  etc. 

B.  High  average  age  of  physicians  in  South  Dakota 

C.  Impact  claims  made  will  have  on  medical  care 

II.  Present  solutions  and  rationale  to  support  our  findings 

1.  Coordinated  effort  with  the  final  recommendations 
of  all  other  subcommittees 

III.  Ask  people  to  help  and  tell  them  how  they  can  help 

1.  Coordinate  our  campaign  with  the  final  deci- 
sions of  the  Council  or  House  of  Delegates 

A.  Legislation  which  might  help 
1 . Contact  your  legislators 

B.  Arbitration 

C.  Physician  insurance  company 

2.  Make  certain  we  are  all  saying  the  same  thing 
publicly  (have  a spokesman.  Dr.  Van  Demark). 

3.  Develop  a Concerned  Citizens  Committee 

He  emphasized  the  importance  of  unity  in  the  Association  in 
any  public  campaign.  Also,  he  recommended  that  the  report 
of  this  committee  be  amended  to  include  the  development 
of  a Concerned  Citizens  Committee.  Dr.  Bell  moved  that 
the  Committee  accept  the  report  of  the  Public  Education 
Subcommittee  as  amended.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried. 

Dr.  Tracy  reviewed  the  report  of  the  Arbitration  Sub- 
committee. 


ARBITRATION  SUBCOMMITTEE 
MALPRACTICE  SELECT  COMMITTEE 

3:00  P.M.  Howard  lohnson  Motor  Lodge 

Wednesday,  May  7,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  3:00  p.m.  Those 
present  were  G.  E.  Tracy,  M.D.  and  I.  A.  Muggly,  M.D. 
Following  is  the  outline  proposed  by  this  subcommittee: 


MEDICAL  LIABILITY  REVIEW  COMMITTEE 

I.  Purpose 

1.  To  review  all  potential  malpractice  claims  to  as- 
certain whether  or  not  liability  is  in  fact  present. 
This  will: 

a.  prevent  unnecessary  disputes 

b.  provide  for  early  detection  and  prompt  settle- 
ment of  meritorious  claims 

2.  The  committee  will  review  all  complaints  regis- 
tered with  an  insurance  company  or  with  the 
South  Dakota  State  Medical  Association  office  or 
those  that  are  otherwise  made  known. 

II.  Composition  of  the  Committee 

1.  The  committee  is  to  consist  of  six  members  of  the 
South  Dakota  State  Medical  Association  appointed 
by  the  president. 

2.  Each  year  two  will  be  appointed  for  a three  year 
term  so  that  continuity  of  the  committee  is  assured. 

3.  The  committee  will  elect  its  own  chairman. 

4.  The  committee  must  call  two  members  of  the 
State  Medical  Association  who  are  of  the  same 
specialty  as  that  of  the  physician  whose  case  as 
under  review  for  testimony  in  each  case. 

III.  Functions 

1.  All  claims  submitted  to  this  committee  are  to  be 
reviewed  and  a decision  rendered  within  sixty  days 
of  filing  of  a complaint. 

2.  Discussions  of  compensations  or  awards  or  dam- 
ages are  not  a function  of  this  committee. 

3.  A two-thirds  majority  vote  of  the  total  committee 
(four)  will  be  necessary  for  a decision. 

4.  Any  authoritative  and/or  published  works  on  the 
general  or  specific  subjects  and  expert  testimony 
shall  be  admissable  (subject  to  cross  examination 
and  other  rules  of  civil  law). 

5.  Legal  counsel  may  be  present  if  desired,  but  is 
not  required. 

IV.  Meetings 

1.  All  meetings  will  be  closed  hearings  to  all  but 
parties  involved  in  order  to  respect  their  right  to 
privacy.  All  rules  of  evidence  will  be  relaxed  and 
informal. 

2.  Meetings  are  to  be  called  by  the  chairman  of  this 
committee  and  the  frequency  will  depend  on  the 
number  of  (complaints  registered)  reviews  neces- 
sary but  not  to  exceed  one  meeting  per  month  on 
a regular  basis  unless  a special  meeting  is  called 
by  the  chairman. 

3.  All  meetings  are  to  be  held  in  the  South  Dakota 
State  Medical  Association  offices  in  Sioux  Falls, 
South  Dakota,  unless  otherwise  specified  by  the 
chairman. 

4.  Stenographic  help  is  to  be  provided  by  the  South 
Dakota  State  Medical  Association  (state). 

V.  Compensation 

1.  Actual  expenses  incurred  by  the  committee  mem- 
bers to  attend  meetings  are  to  be  reimbursed  to 
the  member  from  the  South  Dakota  State  Medical 
Association  (state)  (per  diem  allowance). 

VI.  Decisions 

1.  If  a decision  is  reached  that  liability  does  in  fact 
exist,  this  decision  will  be  forwarded  to  the  arbi- 
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tration  committee. 

2.  If  the  decision  is  reached  that  no  liability  exists, 
both  parties  involved  will  be  so  informed. 

3.  All  decisions  of  this  Medical  Peer  Liability  Review 
Committee  are  binding  to  both  parties. 

MEDICAL  LIABILITY  ARBITRATION  COMMITTEE 

I.  Purpose 

1.  To  provide  the  opportunity  for  a non  litigation 
dispute  settlement  process  for  medical  malpractice 
by  arbitration  which  is  binding  on  both  parties. 

II.  Composition  of  the  Committee 

1.  The  committee  shall  be  appointed  as  follows: 

a.  One  representative  shall  be  appointed  by  each 
of  the  following  associations: 

1.  Hospital  Association 

2.  Nursing  Association 

3.  Bar  Association 

4.  Medical  Association 

b.  In  addition  the  Governor  shall  appoint  one 
consumer  who  is  a non  provider  in  any  ca- 
pacity. 

c.  Each  member  shall  be  appointed  annually. 

2.  The  committee  will  elect  its  own  chairman  an- 
nually. 

III.  Proceedings 

1 . Expert  testimony  regarding  the  degree  of  dis- 
ability or  any  other  pertinent  facts  in  relationship 
to  adjudicating  the  compensation  for  the  liability 
is  admissable,  which  may  be  helpful  to  determine 
which  type  of  award  may  be  indicated  such  as: 

a.  award  of  remedial  surgery 

b.  award  of  future  and/or  specialized  custodial 
care 

c.  periodic  payments  of  income  or  other  decisions 
as  may  be  reached  by  the  arbitration  com- 
mittee. 

IV.  Meetings 

1.  All  meetings  will  be  closed  hearings  to  all  but 
parties  involved  in  order  to  respect  their  right  to 
privacy. 

V.  Compensation 

1.  Actual  expenses  incurred  by  the  committee  mem- 
bers to  attend  meetings  are  to  be  reimbursed  to 
the  member  by  the  state  of  South  Dakota  (per 
diem  allowance). 

VI.  Decisions 

1.  All  decisions  of  this  arbitration  committee  are 
binding  on  both  parties  and  no  further  appeal  is 
indicated  or  allowable  (assuming  that  both  parties 
have  signed  a consent  form  in  advance). 

It  was  recommended  that  the  names  be  changed 
to  Medical  Liability  Review  Committee  and  Medical  Li- 
ability Arbitration  Committee.  Dr.  Begley  moved  that  the 
report  be  amended  as  follows  under  Medical  Liability  Re- 
view Committee:  II.  Composition  of  the  Committee.  1.  The 
committee  is  to  consist  of  six  members  of  the  South  Dakota 
State  Medical  Association  appointed  by  the  president.  4. 
The  committee  must  call  two  members  of  the  State  Medical 
Association  who  are  of  the  same  specialty  as  that  of  the 
physician  whose  case  is  under  review.  The  motion  was  sec- 
onded by  Dr.  Bell  and  carried.  Dr.  Bell  moved  that  the  re- 
port be  amended  as  follows  under  Medical  Liability  Arbitra- 
tion Committee:  II.  Composition  of  the  Committee.  1.  The 
committee  shall  be  appointed  as  follows:  a.  one  representa- 
tive from  each  of  the  following  associations:  1.  Hospital 
Association.  2.  Nursing  Association  3.  Bar  Association  4. 
Medical  Association  b.  The  Governor  shall  appoint  two 
consumer  members  who  are  non  providers  in  any  capacity, 
c.  Each  member  shall  be  appointed  annually.  Dr.  Tracy 
moved  that  a binding  arbitration  contract  be  drawn  up  for 
physicians  in  offices  and  physicians  in  hospitals.  The  mo- 


tion was  seconded  by  Dr.  Bell  and  carried.  Dr.  Begley 
moved  that  the  Committee  accept  the  report  of  the  Arbi- 
tration Subcommittee  as  amended.  The  motion  was  sec- 
onded by  Dr.  Bell  and  carried. 

Dr.  Haas  reported  on  the  information  he  has  gathered 
regarding  malpractice  settlements,  both  in  and  out  of 
court.  He  stated  that  it  is  difficult  to  obtain  factual  data; 
however,  from  the  material  he  was  able  to  get,  it  appears 
that  it  is  to  the  advantage  of  the  physician  to  take  a case  to 
court  rather  than  settle  out  of  court.  Dr.  Begley  moved  that 
the  Committee  accept  the  report  of  the  Malpractice  Settle- 
ments Subcommittee  and  encourage  the  continued  study  of 
this  matter.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried. 

Dr.  Odland  presented  the  report  of  the  Captive  Company 
Subcommittee  for  the  information  of  the  Committee. 

COMMITTEE  ON  MALPRACTICE 
SUBCOMMITTEE  ON  FEASIBILITY  OF  PHYSICIAN 
OWNED  MUTUAL  INSURANCE  COMPANY 

2:30  P.M.  Ramada  Inn 

Wednesday,  April  30,  1975  Sioux  Falls,  S.D. 

The  meeting  was  called  to  order  at  2:30  p.m.  Present 
were  Drs.  W.  B.  Odland.  B.  J.  Begley,  Mr.  Hal  Babb.  Mr. 
Joe  Armbruster,  Mr.  Rudy  Hoffman,  Mr.  John  Zimmer, 
Mr.  Robert  Johnson  and  Patty  Butler.  Dr.  Odland  was 
elected  chairman  of  the  subcommittee. 

Mr.  Johnson  reviewed  the  malpractice  situation  in  South 
Dakota  and  explained  the  assignment  of  this  subcommittee 
to  prepare  a recommendation  on  the  feasibility  of  estab- 
lishing a company  to  provide  occurrence  type  profes- 
sional liability  coverage  for  the  physicians  of  South  Dakota. 

The  executive  office  was  directed  to  send  a questionnaire 
to  the  membership  of  the  South  Dakota  State  Medical 
Association  to  obtain  information  on  the  amount  of  cov- 
erage now  carried  by  South  Dakota  doctors;  the  compa- 
nies that  are  writing  this  coverage  and  the  premiums  paid 
by  South  Dakota  doctors.  A discussion  was  held  on  the 
rates  being  charged  at  the  present  time  and  the  method 
used  to  establish  these  rates  by  the  various  insurance 
companies.  Mr.  Johnson  itemized  the  estimated  expenses 
of  St.  Paul  Fire  and  Marine  in  writing  the  “Claims  made” 
coverage  as  follows: 

8%  agent’s  commissions 
3.3%  taxes,  licenses  and  fees 
4.6%  other  acquisition  expense 

10.8%  general  administrative  expense 
5%  profit 

31.9%  for  expense  the  balance  of  premium  for  payment 
of  claims 

The  executive  office  was  directed  to  obtain  information 
from  the  office  of  the  Insurance  Commissioner  on  the 
claims  paid  in  South  Dakota,  the  premiums  paid  in  South 
Dakota,  the  locations  in  South  Dakota  of  the  claims,  and 
the  amount  paid  in  settlements  during  the  past  year. 

A discussion  was  held  on  re-insurance.  Mr.  Johnson  indi- 
cated that  the  American  Medical  Association  is  investi- 
gating the  possibility  of  providing  a re-insurance  mechan- 
ism for  the  various  states.  The  insurance  industry  represen- 
tatives discussed  the  problem  of  re-insurance  and  stated  that 
it  would  be  very  difficult  to  find  a company  to  take  on 
this  liability  at  the  present  time.  They  indicated  that  the 
Medical  Association  would  have  to  demonstrate  financial 
stability  before  they  could  place  re-insurance  business  for 
a company  operated  by  and  for  the  doctors  in  the  State. 

Mr.  Johnson  reported  to  the  subcommittee  on  the  two 
proposals  which  have  been  submitted  by  Mr.  L.  A.  Deyo 
of  Grand  Forks,  North  Dakota,  and  Mr.  Mick  Vickers 
of  Rapid  City.  Mr.  Zimmer  moved  that  these  two  individuals 
be  advised  that  the  committee  was  formed  to  investigate 
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the  establishment  of  a company  and  to  study  the  feasibility 
of  such  an  operation;  that  they  may  be  contacted  at  a 
future  time  for  additional  information.  The  motion  was 
seconded  and  carried. 

Mr.  Zimmer  moved  that  the  following  recommenda- 
tion be  submitted  to  the  Committee  on  Malpractice  at  the 
meeting  on  May  7,  1975: 

“The  South  Dakota  State  Medical  Association  offer  an 
occurrence  type  professional  liability  policy  to  the  members 
of  State  Association  encompassing  the  following  points: 

1.  The  South  Dakota  State  Medical  Association  estab- 
lish a company  offering  one  million  dollars  coverage 
for  practicing  doctors  who  are  members  in  good  stand- 
ing of  the  Association. 

2.  That  in  the  beginning  it  be  assumed  that  the  rating 
figures  of  ISO  are  inadequate  and  that  the  premium  for 
the  first  year  be  125%  of  the  ISO  figures  submitted 
to  the  Insurance  Commissioner. 

3.  In  addition,  the  company  will  need  reserves.  That 
subject  to  further  study  as  to  the  adequacy,  the  re- 
serves be  established  by  requiring  each  person  insured 
to  deposit  the  sum  equal  to  50%  of  the  annual  premi- 
um; that  the  reserve  fund  be  held  in  trust  to  be  used 
if  the  premium  is  inadequate.  If  the  premium  is  ade- 
quate, each  person  receives  a pro-rata  share  of  the 
reserve  fund  including  any  income  from  such  fund  paid 
back  to  him.  In  the  event  this  reserve  fund  is  inade- 
quate, the  policy  will  contain  a provision  for  assess- 
ment of  all  parties  covered  by  the  company  on  a 
pro-rata  basis  as  their  individual  annual  premium  bears 
to  the  total  annual  premium  income  for  the  company. 

4.  In  establishing  the  company,  provision  will  be  made  for 
a peer  review  committee  which  will  have  two  func- 
tions— to  review  claims  and  determine  a)  the  validity 
of  the  claim  and  b)  the  reasonable  compensation  on 
valid  claims.  Provision  shall  be  made  that  all  claims 
in  excess  of  peer  review  recommendations  be  resisted  to 
the  ultimate  conclusion  of  a court  verdict;  and  that 
the  peer  review  committee,  or  a separate  committee 
if  necessary,  determine  the  coverage  to  be  provided  to 
individual  physicians  in  South  Dakota  by  Class  and 
be  authorized  to  limit  the  scope  of  coverage  of  any 
individual  policyholder  as  they  shall  determine. 

5.  The  company  shall  operate  as  a mutual  company. 
Dividends  may  be  returned  to  the  policyholders  or 
any  excess  may  be  added  to  the  reserves  for  the  se- 
curity of  the  company. 

6.  The  company  so  formed  shall  not  rely  upon  reinsur- 
ance, excess  coverage  or  similar  vehicles  but  be  de- 
signed to  be  self  sufficient  provided,  however,  that 
any  such  company  if  its  managing  directors  feel  it  is 
beneficial  may  seek  to  obtain  reinsurance  or  excess 
coverage. 

7.  The  company  shall  contact  the  South  Dakota  Insur- 
ance Commissioner  and  determine  the  amount  of  capi- 
tol  surplus  or  reserves  that  will  be  required  to  issue 
the  policy  desired  and  that  upon  securing  this  figure 
a methodology  then  be  worked  out  to  secure  the 
amount  required.” 

The  motion  was  seconded  and  carried. 

Mr.  Johnson  was  directed  to  contact  the  Insurance  Com- 
missioner and  attempt  to  set  up  a meeting  in  Sioux  Falls  to 
discuss  the  options  available  in  establishing  a company 
such  as  outlined  in  the  above  recommendation. 

The  meeting  adjourned  at  5:45  p.m. 

COMMITTEE  ON  MALPRACTICE 
SUBCOMMITTEE  ON  FEASIBILITY  OF  PHYSICIAN 
OWNED  MUTUAL  INSURANCE  COMPANY 

3:00  P.M.  Howard  Johnson  Motor  Lodge 

Wednesday,  May  7,  1975  Sioux  Falls,  SD 


The  meeting  was  called  to  order  at  3:00  p.m.  by  chair- 
man Dr.  W.  B.  Odland.  Present  were  Drs.  Odland,  B.  J. 
Begley,  Steve  Haas,  John  Barlow,  Mr.  John  Zimmer,  Mr. 
Hal  Babb,  Mr.  Rudy  Hoffmann  and  Mr.  Robert  Johnson. 

The  committee  reviewed  the  minutes  of  the  meeting  held 
on  April  30.  Mr.  Zimmer  moved  that  the  following  para- 
graph be  added  to  Item  #3,  page  3:  In  the  event  the  premi- 
um income  is  adequate  to  sustain  all  expenses  of  the  com- 
pany and  the  reserves  are  adequate  to  meet  all  existing 
policies  of  the  company,  that  any  excess  amount  received 
from  investment  of  such  funds  as  income  be  distributed  on 
a pro  rata  share  to  the  physicians  establishing  the  reserve. 
The  motion  was  seconded  and  carried. 

Dr.  Begley  moved  that  the  minutes  be  approved  as  amend- 
ed, the  motion  was  seconded  and  carried. 

Dr.  Odland  reviewed  the  charge  of  the  committee  to 
study  whether  or  not  a mutual  company  should  be  estab- 
lished: whether  or  not  the  State  Association  should  in- 
volve itself  in  the  insurance  business  or  contract  with  some 
other  company  to  operate  the  plan. 

Mr.  Johnson  reviewed  the  results  of  the  survey  on  mal- 
practice coverage  which  have  been  received  to  date. 

The  committee  recommended  that  contacts  be  made  with 
insurance  companies  now  writing  insurance  in  South  Da- 
kota to  determine  if  a better  legislative  climate  is  estab- 
lished in  this  state,  would  they  be  willing  to  write  an 
occurrence  policy  for  umbrella  coverage  in  cooperation 
with  the  Association’s  coverage  and  at  what  level  would 
they  be  willing  to  provide  this  excess  coverage. 

Mr.  Johnson  reported  on  his  conversation  with  the  In- 
surance Commissioner  and  indicated  that  $500,000  was 
the  capital  and  surplus  minimum  and  the  company  could 
not  expose  more  than  10%  of  the  capital  against  any  one 
loss.  The  capital  can  consist  of  cash  and  secured  notes, 
however  unsecured  notes  could  not  be  used.  Secured  notes 
might  also  be  used  to  obtain  bank  loans  to  raise  cash. 

An  organizational  chart  for  a doctor-owned  mutual 
company  was  developed  and  is  attached  to  these  minutes. 
A discussion  was  held  on  the  steps  which  would  be  neces- 
sary to  establish  such  a company,  including  incorporation, 
hiring  of  administrative  personnel  and  retaining  of  legal 
counsel  in  the  various  areas  of  the  state  to  handle  any 
claims  filed.  The  committee  discussed  the  method  of  de- 
termining coverage  to  be  made  available  to  the  individual 
doctor  in  the  state  and  how  exclusions  would  be  written 
into  each  policy. 

Mr.  Zimmer  moved  that  the  following  statement  be 
adopted  by  the  committee:  “It  is  recognized  by  this  com- 
mittee that  the  proposed  mutual  company  is  not  feasible 
without  certain  changes  in  the  law  relative  to  malpractice; 
that  such  changes  need  comprehensive  study  and  should 
be  on-going;  that  these  recommendations  for  the  formation 
of  such  a company  are  contingent  upon  necessary  legislative 
changes  being  made;  that  such  recommendations  be  pro- 
vided to  the  LRC  through  normal  channels  of  the  South 
Dakota  State  Medical  Association  and  urge  that  action 
be  taken  with  all  expediency.”  The  motion  was  seconded 
and  carried. 

Mr.  Hoffmann  stated  that  the  present  claims-made  policy 
has  come  about  because  of  the  occurrence  rate  structure 
and  the  insurers  inability  to  deal  with  direct  fact  of  un- 
known claims. 

Dr.  Begley  moved  that  if  the  necessary  legislation  is 
enacted  that  the  company  provide  a vehicle  for  tail-end 
coverage  for  physicians  who  are  presently  practicing  in 
South  Dakota  who  in  the  interim  period,  not  exceeding  18 
mon'.hs,  had  policies  on  a claims  made  basis;  that  such 
coverage  be  offered  on  a premium  determined  at  that 
time  by  the  company  to  be  fiscally  responsible.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Odland  moved  that  the  committee  submit  the  fol- 
lowing statement  to  the  Malpractice  Committee: 
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“That  this  Subcommittee  has  determined  that  a South 
Dakota  mutual  insurance  company  is  feasible  and  possible 
to  achieve.  However,  under  the  current  statutes  the  success 
of  the  company  would  be  in  jeopardy.  Until  suitable  legis- 
lation is  obtained,  we  cannot  embark  on  implementation 
of  the  plan.  Following  the  obtaining  of  satisfactory  legis- 
lation, to  make  the  climate  feasible,  it  is  proposed  to 
create  such  a company  to  provide  occurrence  malpractice 
coverage  for  the  physicians  of  South  Dakota.’’ 


It  was  determined  that  additional  returns  from  the 
survey  currently  being  conducted  would  provide  data  to 
develop  a rate  structure  for  such  a proposed  company 
and  that  the  recommendations  of  this  committee  should 
be  integrated  with  the  reports  of  the  other  four  sub- 
committees. 

The  meeting  adjourned  at  5:30  p.m.  and  will  be  called 
into  session  again  at  the  discretion  of  the  chairman. 


He  indicated  that  it  was  the  subcommittee’s  feeling  that  un- 
til the  climate  improves  with  regard  to  legislative  changes 
it  is  fiscally  impractical  to  establish  a physician  owned 
company;  however,  the  subcommittee  would  continue  with 
plans  for  such  a company  should  it  become  necessary  pend- 
ing the  implementation  of  remedial  legislation.  He  indi- 
cated that  in  the  plans  for  such  a company  provision 
would  be  made  to  absorb  those  physicians  who,  by  neces- 
sity, had  claims  made  insurance  during  the  past  18  months. 
Dr.  Tracy  moved  that  the  Committee  accept  the  report 
of  the  Captive  Company  Subcommittee.  The  motion 
was  seconded  by  Dr.  Bell  and  carried. 

Following  discussion  of  the  subcommittee  reports  Dr. 
I racy  moved  that  a synopsis  of  the  committees'  actions  be 
prepared  and  remitted  to  Dr.  Van  Demark,  the  Associ- 
ation’s president  and  spokesman,  and  that  Dr.  Van  De- 
mark then  call  a conference  call  of  the  Executive  Commit- 
tee for  their  review  of  the  synopsis;  following  the  approval 
of  the  Executive  Committee  this  synopsis  be  submitted  to 
the  House  of  Delegates;  and  secondly,  with  this  synopsis 
Dr.  Van  Demark  or  his  designee  should  personally  ap- 
proach the  insurance  companies  writing  malpractice  insur- 
ance in  South  Dakota  and  request  their  assistance  in  offer- 
ing occurrence  coverage  to  South  Dakota  physicians.  The 
motion  was  seconded  by  Dr.  Bell  and  carried.  The  Com- 
mittee recommended  that  following  approval  by  the  Execu- 
tive Committee  a malpractice  update  be  sent  to  all  As- 
sociation members  outlining  the  committee’s  action,  and  a 
total  package  including  the  synopsis  be  sent  to  the  of- 
ficers and  councilors  of  the  State  Medical  Association. 

Mr.  Johnson  reviewed  two  letters,  one  from  the  Bar  As- 


sociation and  one  from  the  Trial  Lawyers  Association, 
concerning  combined  meetings  to  discuss  the  malpractice 
problem  and  possible  solutions.  The  committee  directed  Mr. 
Johnson  to  respond  to  both  indicating  that  the  Associ- 
ation Malpractice  Select  Committee  is  meeting  and  work- 
ing on  possible  solutions  and  requesting  them  to  submit  in 
writing  any  proposals  which  they  might  have  with  regard  to 
this  problem  for  review  by  the  committee  and  a possible 
meeting  at  a later  date. 

Dr.  Odland  discussed  briefly  the  proposal  presented  to 
the  Captive  Company  Subcommittee  by  Mr.  Mick  Vickers 
and  requested  that  he  be  allowed  to  appear  at  the  next 
meeting  of  the  committee  to  discuss  his  proposal.  Mr. 
Johnson  indicated  that  he  has  received  two  additional  con- 
tacts concerning  proposals.  The  committee  recommended 
that  each  party  interested  in  presenting  a proposal  be  re- 
quested to  do  so  first  in  writing  and  then  at  a one-half 
hour  presentation  during  the  next  committee  meeting. 

The  committee  discussed  the  proposal  from  Dr.  George 
Smith  that  an  outside  attorney  be  engaged  for  the  pur- 
pose of  public  relations  on  behalf  of  the  State  Medical  As- 
sociation. Dr.  Tracy  moved  that  the  committee  not  contact 
any  outside  attorney  at  the  present  time.  The  motion  was 
seconded  by  Dr.  Bell  and  carried. 

Dr.  Odland,  as  chairman  pro  tern,  indicated  he  would 
personally  discuss  with  Dr.  Smith  the  actions  taken  by  the 
committee  during  this  meeting. 

The  next  meeting  of  this  committee  along  with  all  mem- 
bers of  the  subcommittees  was  scheduled  for  3:00  p.m., 
Wednesday,  May  21,  in  Sioux  Falls,  at  a location  to  be 
announced. 

The  meeting  adjourned  at  11:00  p.m. 
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Dr.  Gregg  referred  the  remaining  reports  published  in 
the  Delegate’s  Handbook  to  the  appropriate  reference  com- 
mittees and  announced  the  schedule  for  reference  comit- 
tee  meetings. 

The  meeting  adjourned  at  10:00  a.m. 

SECOND  MEETING  OF  THE 
HOUSE  OF  DELEGATES 

10:30  A.M.  Holiday  Inn  Downtown 

Sunday,  June  1,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  J.  B.  Gregg,  M.D., 
Speaker  of  the  House. 

Present  for  roll  call  were  Doctors  Van  Demark,  Tracy, 
Leigh,  Reding,  Gregg,  Quinn,  Sattler,  Odland,  Bartron, 
Lushbough,  Swanson,  Buchanan,  Lewis,  Begley,  Aspaas, 
Reaney,  Harris,  Barrett,  Hamm,  Nemer,  Ryan,  Bell,  Janusz, 
Hovland,  Mestrich,  Rud,  Fedt,  Klar,  Shaskey,  Cosand, 
Dean,  Karlen,  Rossing,  Gunnarson,  Lang,  Kemp,  Angelos, 
Ortmeier,  Tam,  Porter,  Thornton,  Javurek,  Langenfeld, 
Whitney,  Mattson,  Bloemendaal,  Kovarik,  Verma,  Lawrence, 
Johnson  and  student  representatives,  Larry  Weitzenkamp 
and  James  Cassat. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published.  The  motion  was  seconded  by  Dr.  Reding  and 
carried. 

The  report  of  the  Nominating  Committee  was  read  by 
Dr.  Denny  Ortmeier. 

REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Nominating  Committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of 
Delegates: 

COUNCILORS 

Madison-Brookings  District  #3 

Huron  District  #5  

Mitchell  District  #6  

Sioux  Falls  District  #7  

Black  Hills  District  #9  

ALTERNATE  COUNCILORS 
Madison-Brookings  District  #3  ....  Richard  Belatti,  M.D. 

Huron  District  #5  G.  R.  Bell,  M.D. 

Mitchell  District  #6  R.  G.  Gere,  M.D. 

Sioux  Falls  District  #7  D.  L.  Ensberg,  M.D. 

Black  Hills  District  #9  Thomas  Mead,  M.D. 

OFFICERS 

President  

President  Elect  

Vice  President  

Speaker  of  the  House 

ANNUAL  MEETING  SITE 

1976 —  Rapid  City,  June  10,  11,  12,  13 

1977 —  Aberdeen 

1978 —  Sioux  Falls 

Respectfully  submitted, 

Denny  Ortmeier,  M.D.,  Chairman 
Nominating  Committee 

Dr.  Swanson  addressed  the  House  and  requested  that  his 
name  be  withdrawn  as  a candidate  for  vice  president.  Dr. 
Bell  moved  that  the  house  accept  the  report  of  the 
Nominating  Committee  as  amended.  The  motion  was 
seconded  by  Dr.  Swanson  and  carried. 

Dr.  Gregg  asked  Dr.  Quinn,  the  AMA  Delegate,  to 
introduce  Dr.  Max  Parrott,  President  Elect  of  the  AMA. 
Dr.  Parrott  addressed  the  House  concerning  the  nation- 
wide malpractice  problem,  the  AMA’s  financial  situation 


and  he  urged  physician  unity  and  diligence  in  helping  to 
solve  problems  locally  and  nationally. 

The  report  of  the  Reference  Committee  on  Credentials, 
Resolutions  and  Reports  of  Officers  and  Councilors  was 
read  by  Dr.  A.  J.  Janusz. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

CREDENTIALS,  RESOLUTIONS  AND  REPORTS  OF 
OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternates,  officers  and  coun- 
cilors of  the  South  Dakota  State  Medical  Association  were 
present:  Doctors  R.  E.  Van  Demark,  G.  E.  Tracy,  Fred 
Leigh,  A.  P.  Reding,  J.  B.  Gregg,  R.  H.  Quinn,  J.  T. 
Elston,  T H.  Sattler,  W.  B.  Odland,  G.  Robert  Bartron, 
Bruce  Lushbough,  C.  L.  Swanson,  David  Buchanan,  Harvard 
Lewis,  B.  J.  Begley,  Paul  Aspaas,  Duane  Reaney,  R.  H. 
Harris,  A.  J.  Barrett,  J.  N.  Hamm,  R.  G.  Nemer,  James 
Ryan.  Eldon  Bell,  A.  J.  Janusz,  J.  I.  Hovland,  R.  K. 
Mestrich,  James  Rud,  D.  N.  Fedt,  Werner  Klar,  R.  E. 
Shaskey,  Marion  Cosand,  John  Judge,  W.  O.  Rossing.  R.  E. 
Gunnarson,  Durward  M.  Lang,  T.  A.  Angelos,  Denny  G. 
Ortmeier,  Richard  Porter,  Harold  Fletcher,  R.  R.  Thornton, 

M.  G.  Langenfeld,  W.  J.  Mattson,  R.  D.  Bloemendaal, 
W.  Kovarik,  K.  K.  Verma,  R.  R.  Lawrence,  E.  A.  Johnson, 
L.  W.  Karlen,  T.  B.  McManus,  Guy  Tam,  J.  Kovarik  and 

N.  Whitney. 

A quorum  was  present  for  the  meeting  of  the  House 
of  Delegates.  A total  registration  for  the  convention  is 
403,  including  207  physicians,  58  guests,  126  Auxiliary 
members  and  12  sponsors. 

The  Committee  submits  the  following  resolution  for  the 
consideration  of  the  House  of  Delegates: 

WHEREAS,  The  Sioux  Falls  District  Medical  Society  and 
the  Sioux  Falls  District  Auxiliary  and  the 
Madison-Brookings  District  Auxiliary  mem- 
bers have  been  so  thorough  in  making 
arrangements  for  the  success  of  the  combined 
meeting  of  our  94th  anniversary, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  give  its  voice  in  appreciation  and 
thanks  to  the  local  physicians  in  Sioux  Falls 
and  the  members  of  the  Sioux  Falls  District 
Auxiliary  and  the  Madison-Brookings  District 
Auxiliary. 

WHEREAS.  The  management  of  the  Holiday  Inn  Down- 
town has  been  so  cooperative  in  providing 
facilities  for  the  success  of  the  94th  Annual 
Meeting  of  the  South  Dakota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  appreciation 
to  the  Holiday  Inn  Downtown. 

WHEREAS,  the  Chamber  of  Commerce  of  Sioux  Falls 
has  provided  excellent  assistance  in  making 
it  possible  for  the  success  of  the  working 
arrangements, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  the  Sioux  Falls  Chamber  of  Com- 
merce. 

WHEREAS,  the  Sioux  Falls  Argus  Leader,  KELO  TV  and 
KSFY  TV  have  been  most  cooperative  in 
presenting  the  public  news  of  the  94th  annual 
meeting  of  the  South  Dakota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  to  the  Sioux 
Falls  Argus  Leader,  KELO  TV  and  KSFY 
TV. 

WHEREAS,  the  Westward  Ho  Country  Club  has  provided 
facilities  for  the  stag  party  and  has  contrib- 


. . .Bruce  Lushbough,  M.D. 
....David  Buchanan,  M.D. 

Harvard  Lewis,  M.D. 

B.  J.  Begley,  M.D. 

Russell  Harris,  M.D. 


. .G.  E.  Tracy,  M.D. 
. . . .Fred  Leigh,  M.D. 
C.  L.  Swanson,  M.D. 

James  Ryan,  M.D. 
. . .J.  B.  Gregg,  M.D. 
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uted  greatly  to  the  success  of  the  annual 
meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  to  the  Westward 
Ho  Country  Club. 

BE  IT  RESOLVED,  that  $50  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Associa- 
tion in  memory  of  the  following  physicians 
who  died  during  the  past  year: 

Roman  Hura,  M.D. 

Loyola  Taylor,  M.D. 

H.  E.  Davidson,  M.D. 

W.  J.  Hage,  M.D. 

Mark  F.  Williams.  M.D. 

S.  F.  Sherrill,  M.D. 

J.  E.  Bruner.  M.D. 

Emil  Ericksen,  M.D. 

J.  L.  Chassell,  M.D. 

E.  S.  Kahler,  M.D. 

Thomas  Eyres,  M.D. 

The  Committee  reviewed  the  reports  of  the  officers  and 
councilors  and  approved  them  as  submitted. 

The  Committee  recommended  that  the  two  physicians 
leaving  the  Blue  Shield  Board  be  commended  for  their 
years  of  service.  They  are  as  follows: 

John  Elston,  M.D. — 15  years 
Paul  Hohm,  M.D. — 19  years 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OF 
OFFICERS  AND  COUNCILORS 
A.  J.  Janusz,  M.D..  Chairman 
John  Judge,  M.D. 

Dr.  Buchanan  moved  that  the  House  accept  the  report 
of  the  Reference  Committee  on  Credentials,  Resolutions 
and  Reports  of  Officers  and  Councilors.  The  motion  was 
seconded  by  Dr.  Ortmeier  and  carried. 

The  report  of  the  Reference  Committee  on  Reports  of 
Commissions  on  Medical  Service,  Legislation  and  Govern- 
mental Relations  was  read  by  Dr.  R.  E.  Shaskey. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  COMMISSIONS  ON 
MEDICAL  SERVICE,  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  reference  Committee  considered  the  report  of  the 
Commission  on  Medical  Service.  The  Reference  Com- 
mittee recommends  the  acceptance  of  the  report  of  the 
Commission  on  Medical  Service. 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations. 
The  Reference  Committee  recommends  the  acceptance  of 
the  report  of  the  Commission  on  Legislation  and  Govern- 
mental Relations. 

The  Reference  Committee  commended  all  Commission 
Chairmen  and  the  members  of  each  Commission  for  their 
many  hours  of  work  on  behalf  of  the  medical  profession. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
COMMISSIONS  ON  MEDICAL  SERVICE, 
LEGISLATION  AND  GOVERNMENTAL 
RELATIONS 

R.  E.  Shaskey,  M.D.,  Chairman 
W.  J.  Kovarik,  M.D. 

Richard  Porter,  M.D. 

Dr.  Klar  moved  that  the  House  accept  the  Report  of  the 
Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Legislation  and  Governmental  Relations. 


The  motion  was  seconded  by  Dr.  Thornton  and  carried. 

The  report  of  the  Reference  Committee  on  Reports  of 
the  Commissions  on  Scientific  Medicine,  Internal  Affairs, 
Communications  and  Liaison  was  read  by  Dr.  Anthony 
Javurek. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  THE  COMMISSIONS  ON 
SCIENTIFIC  MEDICINE.  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison.  The  Committee  noted  the  extensive  report  con- 
cerning the  Journal  of  Medicine.  Dr.  Barlow  reviewed  the 
joint  meeting  of  the  Commission  and  representatives  of 
the  hospital  association,  and  a discussion  ensued  with 
regard  to  hospital  medical  staff  bylaws.  The  Reference 
Committee  recommends  that  the  State  Medical  Association 
office  have  available  model  bylaws  and  information  for 
the  use  of  hospital  medical  staffs  in  revising  their  bylaws 
and  urges  the  physicians  in  South  Dakota  to  obtain  and 
utilize  this  material.  The  Reference  Committee  recom- 
mended the  acceptance  of  the  report  of  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison. 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Committee  noted 
the  extensive  report  with  regard  to  the  thermography 
screening  program.  The  Committee  recommended  that  the 
State  Medical  Association  continue  to  endorse  the  thermo- 
graphy screening  program  during  its  first  circuit  around 
the  state,  that  following  completion  of  this  first  circuit 
the  program  be  evaluated  from  the  data  available,  and 
that  South  Dakota  physicians  cooperate  by  submitting 
follow-up  information  as  requested  by  Dr.  Haberman  to 
enable  her  to  obtain  the  necessary  statistical  data  for 
evaluation.  The  Committee  recommended  the  acceptance 
of  the  report  of  the  Commission  on  Scientific  Medicine. 

The  Reference  Committee  considered  the  proposed 
amendments  to  the  Bylaws  of  the  South  Dakota  State 
Medical  Association.  It  was  noted  by  the  Committee  that 
the  medical  students  do  have  non-voting  representation  on 
the  Council,  Commissions  and  House  of  Delegates.  The 
Reference  Committee  recommended  that  the  House  of 
Delegates  reject  these  proposed  amendments.  The  Refer- 
ence Committee  then  discussed  the  availability  of  loan 
funds  for  medical  students  and  the  Medical  Association 
and  Auxiliary  donations  to  the  AMA-ERF.  The  Com- 
mittee recommended  that  an  investigation  be  undertaken 
with  regard  to  the  AMA-ERF  contributions  from  South 
Dakota  physicians  and  Auxiliary  members;  the  amount  of 
money  raised  in  South  Dakota  and  the  percentage  of 
return,  whether  these  loan  funds  are  being  utilized  by 
South  Dakota  students  and  if  these  monies  could  be  better 
utilized  by  making  individual  loans  rather  than  going 
through  AMA-ERF. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
Anthony  Javurek,  M.D.,  Chairman 
R.  K.  Mestrich,  M.D. 

H.  Fletcher,  M.D. 

Dr.  Sattler  moved  that  the  House  accept  the  report  of 
the  Reference  Committee  concerning  the  Commission  on 
Internal  Affairs,  Communications  and  Liaison.  The  motion 
was  seconded  by  Dr.  Barrett  and  carried.  Dr.  Lushbough 
moved  that  the  House  accept  the  report  of  the  Reference 
Committee  concerning  the  Commission  on  Scientific  Medi- 
cine. The  motion  was  seconded  by  Dr.  Fedt  and  carried. 
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Dr.  Ortmeier  moved  that  the  House  accept  the  report  of 
the  Reference  Committee  and  reject  the  proposed  amend- 
ments to  the  Bylaws.  The  motion  was  seconded  by  Dr. 
Bell  and  carried.  Dr.  Quinn  moved  that  a report  be  forth- 
coming during  this  session  concerning  the  AMA-ERF  con- 
tributions and  distribution  of  monies.  The  motion  was 
seconded  by  Dr.  Lang.  Motion  defeated.  Vote:  15  for; 
20  against.  Dr.  Leigh  moved  to  accept  the  Report  of  the 
Reference  Committee  on  Reports  of  the  Commissions  on 
Scientific  Medicine,  Internal  Affairs,  Communications  and 
Liaison.  The  motion  was  seconded  by  Dr.  Rossing  and 
carried. 

The  Report  of  the  Reference  Committee  on  Reports  of 
Special  Committees  and  Miscellaneous  Business  was  read 
by  Dr.  W.  O.  Rossing. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  SPECIAL  COMMITTEES 
AND  MISCELLANEOUS  BUSINESS 

The  Committee  reviewed  the  report  of  the  Grievance 
Committee  and  recommends  the  acceptance  of  this  report. 

The  Committee  reviewed  the  report  of  the  State  Utiliza- 
tion and  Insurance  Review  Committee  and  recommends 
the  acceptance  of  this  report. 

The  Committee  reviewed  the  report  of  the  South  Dakota 
Foundation  for  Medical  Care  and  recommends  the  ac- 
ceptance of  this  report. 

The  Committee  reviewed  the  report  of  the  Relative 
Value  Study  Committee  and  recommends  the  acceptance 
of  this  report. 

The  Committee  reviewed  the  Position  Paper  submitted 
to  the  House  of  Delegates  by  the  Special  Committee  on 
Malpractice.  The  Committee  recommends  that  this  report 
be  accepted  as  presented  without  amendment  or  addition. 

The  Committee  reviewed  Resolution  #1,  concerning 
claims  made  coverage,  submitted  by  the  Council.  The 
Committee  recommends  that  Resolution  #1  be  adopted 
by  the  House  of  Delegates. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
W.  O.  Rossing,  M.D.,  Chairman 
Werner  Klar,  M.D. 

W.  J.  Mattson,  M.D. 

Dr.  Buchanan  moved  that  the  House  accept  that  section 
pertaining  to  the  report  of  the  Grievance  Committee.  The 
motion  was  seconded  by  Dr.  Swanson  and  carried.  Dr. 
Buchanan  moved  that  the  House  accept  that  section  per- 
taining to  the  report  of  the  State  Utilization  and  Insurance 
Review  Committee.  The  motion  was  seconded  by  Dr. 
Porter  and  carried.  Dr.  Karlen  moved  that  the  House 
accept  that  section  of  the  report  pertaining  to  the  South 
Dakota  Foundation  for  Medical  Care.  The  motion  was 
seconded  by  Dr.  Sattler  and  carried.  Dr.  Gunnarson  moved 
that  the  House  accept  that  section  of  the  report  pertaining 
to  the  report  of  the  Relative  Value  Study  Committee.  The 
motion  was  seconded  by  Dr.  Reaney  and  carried.  Dr.  Tam 
moved  that  the  House  accept  the  recommendation  of  the 
Reference  Committee  to  adopt  Resolution  #1.  The  motion 
was  seconded  by  Dr.  Swanson  and  carried  unanimously. 
Dr.  Rossing  moved  that  the  House  accept  that  section  of 
the  Reference  Committee  report  recommending  the  ac- 
ceptance of  the  Malpractice  Postion  Paper.  The  motion 
was  seconded  by  Dr.  Karlen  and  carried  unanimously. 

Dr.  Gregg  administered  the  Oath  of  Office  to  Dr.  G.  E. 
Tracy,  the  newly  elected  president. 

Dr.  Gregg  introduced  the  new  officers:  Dr.  G.  E.  Tracy, 
President;  Dr.  Fred  Leigh,  President  Elect;  Dr.  James 
Ryan,  Vice  President. 

Dr.  Tracy  briefly  addressed  the  House  of  Delegates.  He 


stated  that  his  number  one  priority  for  the  coming  year 
would  be  to  resolve  the  malpractice  insurance  problem, 
and  he  thanked  Dr.  Van  Demark  for  his  guidance  and 
leadership  during  the  past  year. 

Dr.  Fedt  moved  that  the  South  Dakota  State  Medical 
Association  recommend  to  the  Governor  that  a Doctor  of 
Medicine  be  appointed  as  Secretary  of  the  Department  of 
Health.  The  motion  was  seconded  by  Dr.  Bell  and  carried 
unanimously. 

The  meeting  adjourned  at  11:30  a.m. 

REPORT  OF  THE  PRESIDENT  OF  THE 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
AND  CHAIRMAN  OF  THE  EXECUTIVE 
COMMITTEE 

The  past  year  has  presented  an  increasing  number  of 
challenges  to  the  medical  profession.  The  Council,  the 
Commissions,  and  the  delegates  have  responded  in  an 
outstanding  manner  to  the  many  problems  presented.  At- 
tendance of  the  two  AMA  meetings,  the  North  Central 
Conference  and  all  the  Council  and  executive  meetings 
has  been  an  experience  which  convinces  one  that  South 
Dakota  is  in  relatively  good  position  in  comparison  with 
the  medical  associations  elsewhere.  Of  particular  pleasure 
has  been  the  opportunity  to  visit  each  district  and  to  enjoy 
the  cordial  hospitality  which  was  much  appreciated. 

The  year  has  been  one  of  progress.  Dr.  Robert  Quinn 
has  done  an  outstanding  job  with  our  delegate  at  the  na- 
tional sessions.  Dr.  Karl  Wegner  and  his  team  have  done  a 
tremendous  job  in  moving  the  medical  school  program 
forward.  Dr.  Joe  Muggly  has  devoted  countless  hours  to 
our  South  Dakota  medical  foundation  which  will  permit 
us  to  handle  our  own  professional  reviews.  Mr.  Bob 
Johnson,  our  Executive  Secretary,  is  doing  an  outstanding 
job  in  our  behalf,  especially  in  the  legislative  and  insurance 
areas,  and  our  appreciation  goes  to  him  and  his  staff  for 
their  efforts  in  our  behalf.  The  challenges  facing  us  for 
the  coming  year  will  be  the  insurance  problem  and  the 
PSRO,  which  is  under  development. 

The  thoughtful  contribution  of  each  member  in  these 
matters  is  needed  and  will  be  appreciated.  I wish  to 
thank  the  membership  for  the  opportunity  of  serving  as 
President  in  your  behalf. 

Respectfully  submitted, 

Robert  E.  Van  Demark,  M.D. 

President. 

The  Reference  Committee  reviewed  the  report  of  the 
President  and  approved  it  as  submitted. 

REPORT  OF  THE  PRESIDENT-ELECT 

As  President-Elect  of  the  South  Dakota  State  Medical 
Association,  I attended  all  the  council  meetings  and  the 
Executive  Committee  meetings  and  represented  the  Medical 
Association  when  impossible  for  the  President  to  do  so  on 
two  or  three  occasions.  Every  possible  effort  has  been  made 
during  the  year  to  familiarize  myself  with  the  issues  that 
are  at  hand  and  the  problems  that  may  be  facing  the 
Medical  Association  in  the  coming  year,  to  prepare  myself 
for  some  of  the  tasks  ahead. 

The  President-Elect  also  had  the  opportunity  of  attending 
the  clinical  session  of  the  American  Medical  Association 
in  Portland,  Oregon,  in  November,  and  his  eyes  were  more 
clearly  opened  in  the  functioning  of  the  American  Medical 
Association  and  the  part  in  which  the  various  segments  of 
state  societies  play  in  the  overall  picture  of  the  functioning 
of  the  American  Medical  Association. 

I welcome  this  opportunity  to  thank  the  many  people 
who  have  been  helpful  to  me  in  attempting  to  become 
more  well  oriented  in  the  multiple  facets  of  involvement 
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of  the  Medical  Association  in  all  the  fields  of  medical 
care,  and  particularly  those  at  this  time  relating  to  in- 
surance and  governmental  effects  on  the  practice  of 
medicine. 

Respectfully  submitted, 

Gerald  E.  Tracy,  M.D. 

President-Elect 

The  Reference  Committee  reviewed  the  report  of  the 
President-Elect  and  approved  it  as  submitted. 

REPORT  OF  THE  VICE-PRESIDENT 

During  my  tenure  as  Vice-President,  I attended  four 
Council  meetings  held  during  the  year,  as  well  as  a special 
session  of  the  House  of  Delegates  of  the  South  Dakota 
State  Medical  Association  held  in  Pierre.  I also  participated 
in  several  conference  calls  of  the  Executive  Committee 
which  were  held  during  the  year  to  decide  some  pressing 
business  of  the  Association. 

Respectfully  submitted. 

F.  D.  Leigh,  M.D. 

Vice-President 

The  Reference  Committee  reviewed  the  report  of  the 
Vice-President  and  approved  it  as  submitted. 

REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I have  attended  the  meeting  of  the 
Audit  and  Budget  Committee  May  30,  1974  at  the  Holiday 
Inn,  Aberdeen  and  on  November  26,  1974  at  the  Holiday 
Inn,  Pierre.  I attended  the  meetings  of  the  Council  and 
the  Executive  Committee  during  the  year. 

The  other  duties  of  this  office  were  carried  out  with 
the  assistance  of  our  competent  executive  secretary,  Robert 
D.  lohnson,  and  the  staff  at  the  Association  office. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 

Secret  ary -T  reasu  rer 

The  Reference  Committee  reviewed  the  report  of  the 
Secretary-Treasurer  and  approved  it  as  submitted. 

REPORT  OF  THE  AMA  DELEGATE 

The  annual  meeting  of  the  American  Medical  Association 
was  attended  during  1974  as  well  as  the  Clinical  Con- 
vention of  the  American  Medical  Association,  1974.  All 
sessions  of  the  House  of  Delegates  and  all  special  meetings 
were  attended.  Reports  from  both  of  these  meetings  were 
circulated.  Two  of  the  most  critical  issues  coming  up  during 
the  year  1974  were  the  problem  of  malpractice  insurance 
increase  and  in  the  malpractice  suits.  The  other  major 
concern  was  the  financial  problems  of  the  AMA.  A special 
assessment  was  eventually  voted  on  and  has  been  sent  to 
all  members. 

In  reviewing  all  the  financial  problems  that  face  the 
American  Medical  Association  during  the  past  several  years, 
it  is  the  opinion  of  your  delegate  that  the  assessment  was 
valid  and  necessary. 

Many  trips  were  made  to  the  AMA  Headquarters  in 
Chicago  in  regard  to  the  University  of  South  Dakota 
School  of  Medicine.  The  AMA  was  extremely  helpful  in 
offering  advice,  manpower,  etc.  to  the  University. 

It  has  come  to  the  attention  of  your  delegate  to  the 
AMA  that  many  members  are  dropping  the  AMA  for  a 
multiplicity  of  reasons.  It  must  be  again  emphasized  that 
the  AMA  is  an  all  encompassing  organization  and  is  the 
only  umbrella  organization  of  the  practicing  physicians  in 
the  United  States.  One  will  not  agree  with  all  of  the 
decisions  made,  nor  the  politics  involved,  but  it  is  essential 


that  we  all  maintain  our  input  in  this  organization.  We 
all  accept  its  benefits  whether  we  pay  our  dues  or  not. 

The  Council  Meetings  of  the  State  Medical  Association 
were  attended  as  well  as  the  Annual  Meeting  of  1974. 

Respectfully  submitted, 

Robert  H.  Quinn,  M.D. 

AMA  Delegate 

The  Reference  Committee  reviewed  the  report  of  the 
AMA  Delegate  and  approved  it  as  submitted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

During  the  past  year,  the  Council  met  on  September  7, 
1974  and  February  8,  1975,  at  the  Ramada  Inn  in  Sioux 
Falls.  The  minutes  of  these  meetings  have  been  properly 
and  duly  printed  in  the  South  Dakota  Journal  of  Medicine. 

The  spring  meeting  of  the  Council  will  be  held  on  April 
19,  1975  in  Sioux  Falls,  and  the  proceedings  of  that  meet- 
ing will  be  reported  in  the  South  Dakota  Journal  of  Medicine 
as  well  as  reported  to  the  proper  authorities  at  the  annual 
meeting  to  be  held  in  May. 

Respectfully  submitted, 

Bruce  Lushbough,  M.D. 

Chairman  of  the  Council 

The  Reference  Committee  reviewed  the  report  of  the 
Chairman  of  the  Council  and  approved  it  as  submitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  Speaker  of  the  House,  all  meetings  of  the  Council  of 
the  SDSMA,  other  than  those  which  occurred  when  I was 
teaching  at  the  University  of  Tennessee  in  the  spring 
quarter,  were  attended.  Deliberations  of  the  Executive 
Committee  of  the  SDSMA  were  participated  in.  A special 
session  of  the  House  of  Delegates  was  convened  in  Pierre  on 
November  26,  1974  to  consider  the  question  of  implementa- 
tion of  the  PSRO  program  for  South  Dakota.  The  report  of 
this  meeting  has  already  been  published  in  the  Journal 
of  the  SDSMA.  A portion  of  the  1975  session  of  the 
South  Dakota  Legislative  session  was  attended  at  which 
time  important  legislative  matters  were  discussed  with  key 
members  of  the  South  Dakota  Legislature. 

Chairmen  and  members  of  the  Reference  Committees  of 
the  SDSMA  for  the  1975  annual  meeting  have  been 
appointed  and  will  be  available  for  the  next  annual  meeting 
which  will  be  called  to  order  on  May  30,  1975  in  Sioux 
Falls. 

G.  E.  Tracy,  M.D.  of  Watertown  has  consented  to 
serve  as  parliamentarian  during  the  session  to  insure  that 
business  is  conducted  in  an  orderly  manner. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D. 

Speaker  of  the  House 

The  Reference  Committee  reviewed  the  report  of  the 
Speaker  of  the  House  and  approved  it  as  submitted. 

REPORT  OF  THE  COUNCILOR  AT  LARGE 

I have  appreciated  the  opportunity  of  participating  in 
our  Council  deliberations  again  this  past  year.  Much  dedi- 
cated support  by  our  membership  continues  to  focus  on 
the  degree-granting  medical  school  which  becomes  a reality 
this  spring.  As  the  first  third-year  class  is  enrolled,  our 
continued  support  remains  vital  for  the  success  of  this 
long-sought,  essential  program. 

Respectfully  submitted, 

T.  H.  Sattler,  M.D. 

Councilor  at  Large 
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The  Reference  Committee  reviewed  the  report  of  the 
Councilor  at  Large  and  recommended  that  it  be  approved 
as  submitted. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

Liaison  with  District  Societies 

During  this  past  year  it  was  the  pleasure  of  Dr.  Van 
Demark  and  myself  to  visit  each  of  the  twelve  district 
medical  societies  at  least  once.  Both  Dr.  Van  Demark  and 
I were  impressed  by  the  attendance  at  local  district  meet- 
ings and  by  the  interest  and  activities  of  the  district 
members.  As  in  the  past  the  hospitality  shown  by  each  of 
the  districts  was  greatly  appreciated.  I am  very  encouraged 
by  the  activities  undertaken  on  the  local  district  levels,  and 
feel  certain  that  it  is  through  the  continued  functioning 
of  strong  district  medical  societies  that  many  of  the 
challenges  and  problems  of  the  future  may  be  more 
readily  solved;  for  it  is  this  strong  grass-root  support  that 
will  continue  to  make  the  State  Medical  Association  an 
effective  leader  of  South  Dakota  medicine. 

Public  and  Professional  Relations 

Although  the  problems  of  the  private  practicing  phy- 
sician and  the  State  Medical  Association  often  seem  to 
weigh  very  heavy  on  its  officers,  councilors  and  individual 
members,  our  past  efforts  have  placed  us  undisputedly  as 
the  leader  of  the  health  community  in  the  state  of  South 
Dakota.  The  public  and  the  legislature,  because  of  our 
demonstrated  concern  and  ability  to  help  direct  change  in 
a meaningful  way,  now  turn  to  the  medical  profession 
for  more  and  greater  leadership.  This  position  of  leader- 
ship and  respect  has  been  carefully  developed  over  many 
years  by  each  individual  physician  and  by  the  entire 
leadership  of  your  State  Medical  Association.  Not  only  do 
other  providers  in  the  health  team  look  to  physicians  for 
leadership  but  also  more  increasingly  we  are  finding  govern- 
ment, media  and  the  lay  public  looking  to  physicians  for 
leadership  in  helping  to  solve  many  of  the  problems  with 
which  they  are  confronted.  In  order  to  maintain  the  position 
of  leadership  this  profession  has  achieved  in  South  Dakota, 
it  will  be  necessary  that  each  individual  physician  continue 
to  do  his  part  in  an  active  public  and  professional  relations 
campaign.  Public  and  professional  relations  is  truly  nothing 
more  than  telling  and  demonstrating  to  other  people  what 
we  ourselves  are  truly  proud  of  and  the  accomplishments 
which  we  have  achieved.  There  is  little  question  that  in 
recent  years  we  have  done  a most  effective  job  of  telling 
our  story  to  others  and  by  so  doing  we  have  received  their 
support  and  continued  respect.  We  must  continue  to  tell  our 
story  and  maintain  our  position  of  leadership,  for  it  is 
essential  not  only  to  the  private  practicing  physicians  but 
also  to  all  our  patients. 

Headquarters  Building 

On  June  1,  1974,  your  Association  headquarters  were 
transferred  from  711  North  Lake  Avenue  to  our  new 
address  at  608  West  Avenue,  North.  The  new  head- 
quarters building  is  one  that  every  physician  can  truly  be 
proud  of,  for  it  has  proven  to  be  a most  functional 
building  and  has  provided  a most  pleasant  atmosphere  in 
which  to  conduct  the  Association’s  business.  The  Associa- 
tion can  also  take  extreme  pride  in  knowing  that  the 
building  is  debt  free  and  will  in  no  way  encumber  any 
of  the  dues  income  from  the  physicians  of  South  Dakota. 

Commissions  and  Committees 

All  of  the  commissions  of  the  South  Dakota  State 
Medical  Association  met  twice  during  this  past  year,  and  a 
report  of  their  activities  is  included  in  this  Delegate’s 
Handbook.  In  addition  to  the  many  responsibilities  assigned 
to  the  individual  commissions,  there  were  seven  separate 
committees  which  met  on  behalf  of  the  Medical  Associa- 


tion during  this  past  year.  Three  of  the  committees  are 
standing  committees  of  the  State  Medical  Association;  those 
being  the  Grievance  Committee,  State  Utilization  and  In- 
surance Review  Committee,  and  the  Budget  and  Audit 
Committee,  and  they  have,  as  in  the  past,  performed  an 
outstanding  job  dealing  with  problems  presented  to  the 
State  Medical  Association.  An  additional  committee  is  the 
Ad  Hoc  Committee  on  the  Relative  Value  Study.  I am 
pleased  to  report  that  this  committee  after  many  hours  of 
deliberation  on  the  part  of  its  members  is  nearing  com- 
pletion of  its  task,  that  of  revising  the  South  Dakota  State 
Medical  Association’s  Relative  Value  Study.  At  the  writing 
of  this  report  the  Relative  Value  Study  is  in  final  form 
and  has  been  submitted  to  the  printer  for  proofs.  Hopefully 
a copy  of  the  finalized  Relative  Value  Study  will  be  avail- 
able at  the  time  of  the  annual  meeting.  Three  of  the 
committees  are  newly  appointed  and  have  also  done  an 
outstanding  job  in  relating  to  problems  facing  medicine 
in  South  Dakota.  One  is  the  Long  Range  Planning  Com- 
mittee which  was  recently  appointed  by  Dr.  Van  Demark 
in  an  attempt  to  allow  medicine  to  better  plan  its  own 
destiny  and  to  give  special  consideration  to  developments 
which  may  affect  the  private  practice  of  medicine  in  years 
to  come.  Another  is  the  Malpractice  Select  Committee  which 
was  appointed  by  President  Van  Demark.  This  committee 
has  been  charged  specifically  with  carefully  reviewing  and 
making  recommendations  as  they  pertain  to  the  medical 
malpractice  crisis  facing  all  physicians  in  South  Dakota. 
The  third  is  the  College  Health  Task  Force  which  is  in 
the  process  of  studying  the  delivery  of  health  services  to 
students  at  the  colleges.  All  of  the  commissions  and  the 
committees  had  excellent  attendance  and  participation  by 
the  individual  members.  The  chairmen  of  these  commis- 
sions and  committees  should  be  commended  for  preparing 
outstanding  agendas  and  giving  special  consideration  to  the 
many  problems  with  which  they  must  deal.  It  is  through 
the  active  participation  of  commission  and  committee  chair- 
men and  their  members  that  the  Association  is  able  to 
establish  policies  and  programs  which  will  best  serve  the 
medical  community. 

Legislation 

The  1975  legislative  session  once  again  found  a large 
number  of  bills  which  potentially  would  have  an  effect 
on  the  private  practicing  physicians  and  the  patients  you 
serve.  Of  the  legislation  introduced  into  the  1975  session 
two  major  areas  were  of  primary  concern  to  the  State 
Medical  Association.  Once  again  we  found  a great  deal  of 
support  for  the  degree  granting  medical  school  which  the 
legislature  established  in  1974.  This  continued  support  is 
gratifying  and  greatly  needed  for  the  continued  success 
and  development  of  our  four  year  school.  The  other  area  of 
legislation  of  particular  concern  to  the  State  Medical  As- 
sociation dealt  with  the  malpractice  crisis  being  faced  by 
all  physicians  in  the  state.  Once  again  we  found  a great  deal 
of  understanding  and  support  for  the  problems  we  are 
facing  in  the  area  of  professional  liability  insurance.  Al- 
though the  area  of  professional  liability  insurance  has  been 
a problem  on  both  the  east  and  west  coasts  for  a number 
of  years  and  has  been  of  increasing  concern  to  the  South 
Dakota  State  Medical  Association  in  recent  years,  the 
problem  did  not  reach  crisis  proportions  until  shortly  prior 
to  the  opening  of  the  legislative  session.  Your  Association 
did  introduce  several  bills  in  an  attempt  to  provide  some 
relief  in  this  particular  area  realizing,  however,  that  many 
areas  of  the  professional  liability  insurance  problem  were 
unable  to  be  addressed  in  this  particular  legislative  session. 
The  legislature  did  support  and  pass  a bill  creating  a special 
study  committee  of  the  legislature  to  review  this  problem 
and  make  recommendations  to  the  1976  legislature.  It  is 
important  to  note  that  the  legislature  expressed  great 
concern  over  the  problem  and  is  doing  everything  in  its 
power  to  help  alleviate  this  crisis.  As  in  prior  years,  the 
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chairman  of  the  Commission  on  Legislation,  Dr.  Gere, 
and  all  of  the  members  of  the  legislative  commission  pro- 
vided excellent  counsel  and  direction  on  behalf  of  the 
State  Medical  Association,  and  for  their  efforts  I would 
like  to  personally  extend  a special  note  of  thanks.  On  the 
national  level  medicine  also  found  many  new  pieces  of 
legislation  being  introduced  and  some  receiving  final  ap- 
proval. 1974  and  1975  saw  a number  of  new  proposals 
pertaining  to  National  Health  Insurance  introduced  into 
the  Congress.  We  also  saw  bills  pertaining  to  health  planning 
and  medical  manpower  to  name  just  a few.  Of  these  bills 
only  one  has  received  final  approval,  that  being  the  bill 
pertaining  to  health  planning.  Your  Association  has  been 
actively  working  with  all  involved  parties  to  make  certain 
that  the  health  planning  program  established  in  the  state 
of  South  Dakota  will  be  responsive  to  the  needs  of  the 
medical  community. 

Looking  to  the  Future 

Although  history  has  dictated  many  of  the  events  which 
will  occur  in  the  future  and  past  legislation  has  created 
many  challenges  to  the  medical  profession,  the  future  of 
the  private  practice  of  medicine  most  certainly  does  face 
many  diverse  and  complex  situations  which  will  require 
continued  leadership  by  a united  medical  profession.  I 
would  like  to  take  this  opportunity  to  express  my  personal 
thanks  to  the  members  of  the  Board  of  Directors  of  the 
South  Dakota  Foundation  for  Medical  Care  and  its  chair- 
man, Dr.  Muggly,  for  the  many  hours  which  they  have 
dedicated  to  establishing  a climate  which  is  conducive  to 
the  private  practice  of  medicine  and  to  the  distribution 
of  the  highest  quality  of  medical  services.  The  future  holds 
many  trying  moments  for  all  physicians,  but  perhaps  few 
will  experience  the  individual  frustrations  and  the  chal- 
lenges more  directly  than  the  members  who  serve  as  your 
Foundation  Board  of  Directors. 

The  National  Health  Planning  Act  which  passed  the 
last  United  States  Congress  will  also  provide  many  chal- 
lenges to  the  medical  profession  in  future  years.  Once 
again,  a united  stand  on  the  part  of  medicine  will  un- 
doubtedly assist  the  leadership  of  this  profession  in  obtain- 
ing maximum  results  for  the  private  practicing  physicians. 

Finally,  this  report  would  certainly  not  be  complete 
without  looking  to  the  future  and  carefully  reviewing  the 
past  as  it  relates  to  the  professional  liability  crisis  we  now 
face.  All  of  your  commission  members,  councilors  and 
officers  and  members  of  the  Malpractice  Select  Committee 
have  devoted  a great  deal  of  time  to  reviewing  the  problem 
which  has  created  this  crisis.  I am  confident  that  with  the 
leadership  provided  by  these  many  and  most  capable 
individuals  a very  positive  program  will  be  developed  which 
will  help  alleviate  the  problem.  Also  in  looking  to  the 
future  in  this  particular  problem,  I think  the  entire  medical 
profession  is  offered  an  opportunity  to  develop  an  extensive 
public  and  professional  relations  campaign.  At  no  time  in 
the  past  have  we  seen  the  overall  attitudes  of  the  general 
public,  the  media  and  the  legislative  bodies  more  sym- 
pathetic to  medicine’s  problems.  By  presenting  a united, 
well  coordinated  program  I am  confident  that  we  will 
meet  the  challenge. 

Summary 

All  and  all  your  executive  secretary  feels  that  the  State 
Medical  Association  has  completed  a most  successful  year. 
A few  of  the  problems  of  the  past  still  remain  with  us  and 
will  require  special  attention  from  your  Association  through- 
out the  coming  year.  Many  of  the  goals  of  the  Associa- 
tion were  realized  during  this  past  year,  and  some  of  the 
most  pressing  problems  have  been  resolved.  Your  execu- 
tive staff  is  committed  to  the  concept  of  providing  meaning- 
ful and  worthwhile  services  to  the  individual  physicians  and 
the  public  in  South  Dakota.  The  officers  and  councilors  of 
your  Association  are  most  deserving  of  special  recognition 


for  the  time  and  effort  and  the  leadership  they  have  pro- 
vided for  this  Association  during  the  past  year.  There  are 
most  certainly  a multitude  of  problems  facing  not  only 
medicine  but  also  the  entire  country,  and  the  leadership 
provided  by  your  officers  and  councilors  will  help  the 
South  Dakota  State  Medical  Association  meet  these  chal- 
lenges. And  finally,  to  Dr.  Robert  E.  Van  Demark,  your 
president,  I would  like  to  extend  my  personal  congratula- 
tions on  a job  well  done.  Dr.  Van  Demark  during  his 
year  as  president  has  given  freely  of  his  time  and  has 
represented  South  Dakota  physicians  in  a truly  distinctive 
manner. 

Respectfully  submitted, 

Robert  D.  Johnson 

Executive  Secretary 

The  Reference  Committee  reviewed  the  report  of  the 
Executive  Secretary  and  approved  it  as  submitted. 

REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

Councilor  for  the  first  part  of  the  year  was  Dr.  David 
Seaman.  Councilor  from  February  on  was  Dr.  W.  B. 
Odland.  The  Aberdeen  District  Medical  Society  conducted 
monthly  meetings  with  the  exception  of  June,  July  and 
August.  The  meetings  consisted  of  a dinner  followed  by  a 
business  meeting  and  professional  program.  Out  of  town 
speakers  on  a variety  of  medical  subjects  presented  ex- 
cellent papers  and  discussions  on  some  of  the  following 
subjects:  Endoscopy  in  gastroenterology,  thermography  in 
diagnosis  of  breast  tumors,  pediatric  pulmonary  disease, 
management  of  highrisk  pediatric  and  high-risk  pregnancy 
cases,  hypnosis  and  acupuncture,  theory  and  practice,  all 
of  which  were  considered  invaluable  in  updating  medical 
education. 

The  new  slate  of  officers  were  elected  at  the  November 
meeting.  They  are  president.  Dr.  R.  P.  Leon;  vice  president. 
Dr.  David  Seaman;  secretary-treasurer.  Dr.  Peter  Kamper- 
schroer.  Dr.  W.  B.  Odland  was  nominated  councilor  and 
Dr.  Granville  Steele  was  nominated  alternate  councilor. 
Dr.  W.  B.  Odland  was  selected  to  serve  on  the  Nominating 
Committee  for  the  State  Medical  Association’s  meeting  to 
be  held  in  Sioux  Falls.  Members  were  elected  to  the 
following  positions;  Board  of  Censors,  Dr.  J.  Chavier: 
delegate  Dr.  A.  J.  Janusz,  Dr.  J.  I.  Hovland,  Dr.  R.  K. 
Mestrich;  alternate  delegates,  Dr.  John  Christopher,  Dr. 
J.  R.  Chavier,  Dr.  E.  A.  Rudolph. 

Significant  items  of  business  granted  consensus  by  the 
Aberdeen  District  Medical  Society  included  an  affirmative 
attitude,  if  not  optimistic,  regarding  the  development  of 
the  PSRO  program.  Acceptance  of  the  fact  of  public  law 
was  unanimous  and  cooperation  indicated.  Interest  in  the 
new  medical  school  and  its  development  was  evident  in 
discussion  and  early  planning  for  participation  took  place. 
District  #1  was  disconcerted  by  grant-in-aid  programs  for 
public  education  in  medical  problems  in  that  liaison  be- 
tween the  grantees  and  the  instructors  with  the  medical 
practitioners  was  poor.  These  feelings  were  brought  to  the 
attention  of  the  State  Association  through  the  Commission 
on  Medical  Service  and  presented  to  the  Council.  The 
activities  of  the  Medical  Foundation  were  reported  to 
District  #1  and  its  progress  noted.  Through  the  efforts 
of  the  President  of  the  South  Dakota  Medical  Association, 
the  Executive  Secretary  and  his  staff,  District  I has  been 
informed  about  current  problems  relating  to  malpractice 
and  have  heard  the  report  of  the  Select  Committee  on  Mal- 
practice and  their  recommendations,  along  with  the  report 
of  the  discussion  of  the  topic  of  malpractice  at  the  spring 
Commission  on  Medical  Service  meeting.  The  consensus  of 
the  membership  is  that  a crisis  does  exist  and  that  early 
and  concise  action  must  be  taken  from  several  aspects  to 
insure  the  ability  to  continue  the  practice  of  medicine  as 
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we  know  it. 

The  Aberdeen  Medical  Society  rejected  the  report  of 
the  survey  on  patient  referral  patterns  conducted  in  this 
district,  on  the  basis  that  the  response  was  inadequate  by 
physicians  largely  due  to  the  fact  that  the  Medical  Asso- 
ciation cover  sheet  describing  and  identifying  the  survey 
was  absent  in  this  district.  The  Aberdeen  Medical  Society 
requested  a re-evaluation  on  this  subject  with  a higher 
percentage  of  return  on  the  survey. 

In  conclusion,  Aberdeen  Medical  District  I was  pleased 
to  be  host  for  the  1974  annual  meeting  of  the  South 
Dakota  Medical  Association.  It  is  our  hope  that  the 
facilities  and  program  as  contributed  to  by  this  district 
was  helpful  in  contributing  to  the  success  of  the  1974 
meeting. 

Respectfully  submitted, 

W.  B.  Odland.  M.D. 

Councilor,  First  District 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  First  District  Medical  Society  and  ap- 
proved it  as  submitted. 

REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 
Officers  for  1975: 

President:  Dr.  H.  D.  Hughes  (Clear  Lake) 

Vice-President:  Dr.  C.  J.  Clark 

Sec. -Treasurer:  Dr.  J.  J.  Stransky 

Board  of  Censors:  Dr.  S.  W.  Allen — 3 years,  Dr.  J. 

Rud — 2 years.  Dr.  G.  E.  Tracy — 1 year 

Delegates:  Dr.  J.  Rud — 2 years,  Dr.  D.  Fedt — 1 year 

Alternate  Delegates:  Dr.  J.  Larson  (Dr.  D.  Fedt),  Dr. 

H.  D.  Hughes  (Dr.  J.  Rud) 

Councilor:  Dr.  G.  R.  Bartron;  Alternate — Dr.  E.  H. 

Heinrichs 

The  following  programs  were  presented  at  the  Water- 
town  District  Medical  meetings  during  the  last  year. 

April  2,  1974 — Movie  on  “Chromalin  and  the  Treatment 
of  Asthma”. 

May  7,  1974 — Dr.  Joseph  Muggly,  Madison,  SD — Presen- 
tation on  the  South  Dakota  Medical  Foundation  and  PSRO. 

September  3,  1974 — Dr.  JoAnn  Haberman  from  the 
University  of  Oklahoma  gave  a talk  and  slide  presentation 
on  “Thermography  in  the  Diagnosis  of  Breast  Disease”. 
She  also  talked  at  some  length  about  the  mobile  unit  that 
will  be  coming  to  the  Watertown  area  later  this  year.  She 
was  accompanied  by  two  doctors  from  the  Engineering 
Department  at  the  University  of  Oklahoma,  Dr.  John 
Francis  and  Dr.  Love. 

October  1,  1974 — Dr.  Alan  Moberg,  Surgeon  from  the 
University  of  Minnesota  presented  a program  on  “Organ 
Procurement  for  Transplants”. 

November  5,  1974 — Annual  visitation  from  the  State 
President  and  Executive  Secretary,  Dr.  Robert  Van  De- 
mark and  Robert  Johnson. 

December  3,  1974 — Scientific  program  Dr.  David  Wells, 
Director  of  the  State  Perinatal  Program,  described  the  pro- 
gram as  it  currently  exists  in  South  Dakota  and  as  he 
would  envision  it  over  the  next  years. 

January,  1975 — No  scientific  program  was  presented. 

February  4,  1975 — No  scientific  program  was  presented. 

March  4.  1975 — Dr.  Karl  L.  Wegner,  Dean  of  the  School 
of  Medicine,  gave  a progress  report  on  the  status  of  the 
Medical  School.  Dr.  Jack  Mobley,  Assistant,  talked  about 
the  curriculum  layout. 

Respectfully  submitted, 

G.  Robert  Bartron,  M.D. 

Councilor,  Second  District 

The  Reference  Committee  reviewed  the  report  submitted 


by  the  Councilor  from  the  Second  District  Medical  Society 
and  approved  it  as  submitted. 

REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

Third  District  Medical  Society  met  April  16,  1974,  in 
Madison  with  twenty-seven  members  present.  Dr.  Muggly 
presented  a visual  presentation  on  PSRO.  Dr.  Muggly  was 
selected  as  representative  of  the  Third  District  Medical 
Society  to  the  State  Medical  Foundation. 

On  June  20,  1974,  Third  District  Medical  Society  meet- 
ing was  held  at  the  Lake  Region  Golf  Course  Clubhouse  at 
Lake  Poinsett.  Dr.  Ezra  Joseph,  Huron,  gave  a scientific 
presentation  entitled  “Patho-physiology  of  Treatment  of 
Hiatus  Hernia”. 

In  Brookings,  on  August  22.  1974,  at  Third  Distrit, 
Medical  Society  meeting.  Dr.  JoAnn  Haberman  of  Okla- 
homa City  presented  a dissertation  on  thermography  with 
breast  cancer  screening.  This  is  related  to  the  current 
screening  program  going  on  in  the  state  of  South  Dakota. 

In  Volga,  South  Dakota,  October  17,  1974,  Dr.  Robert 
Van  Demark,  state  president  of  the  South  Dakota  Medical 
Association  gave  his  annual  report  and  Robert  Johnson, 
executive  secretary,  was  also  present  and  they  both  gave  a 
fine  update  of  the  current  concerns  of  the  Association. 

At  the  Flandreau  Indian  School,  the  Third  District 
Medical  Society  met  on  December  5,  1974.  Dr.  Leland  Lar- 
son of  Sioux  Falls  presented  a scientific  lecture  concerning 
renal  cysts.  Election  of  officers  for  1975  resulted  in  Dr.  J.  L. 
Reagon  of  Madison,  president;  Dr.  Curtis  H.  Wait  of 
Brookings,  vice-president;  Dr.  C.  M.  Kershner  of  Brook- 
ings, secretary-treasurer.  Drs.  Klar  and  Shaskey  were 
elected  as  delegates  to  the  State  meeting  with  Drs.  Stensrud 
and  McCabe  as  alternates.  The  censors  were  Dr.  Saul 
Friefeld.  Dr.  R.  G.  Belatti,  and  Dr.  C.  S.  Roberts,  Jr., 
chairman. 

On  February  20,  1975,  at  Madison,  the  Third  District 
Medical  Society  met  and  Dr.  Peter  O’Brien  of  Sioux 
Falls  spoke  on  topics  related  to  vascular  surgery.  D> 
Bruce  Lushbough  was  suggested  as  a member  of  the- 
Nominating  Committee  for  the  State  meeting  and  was  also 
re-elected  as  councilor  from  the  Third  District  for  a three 
year  term.  Dr.  Richard  Belatti  of  Madison  was  elected  as 
alternate  councilor  from  the  third  district  for  a three  year 
term. 

At  the  meeting  in  April,  all  resolutions  to  be  presented 
to  the  House  of  Delegates  will  be  discussed. 

Respectfully  submitted, 

Bruce  C.  Lushbough,  M.D. 

Councilor,  Third  District 

The  Reference  Committee  reviewed  the  report  submitted 
by  the  Councilor  from  the  Third  District  Medical  Society 
and  approved  it  as  submitted. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  Fourth  District  Medical  Society  held  one  meeting 
this  past  year.  The  meeting  was  held  on  January  22,  1975 
in  Pierre.  Dr.  Van  Demark  was  present  and  gave  a very 
informative  presentation  on  total  knee  replacement  and 
other  joints.  The  following  officers  were  elected: 

President:  C.  L.  Swanson,  M.D. 

Vice  President:  R.  S.  Westaby,  M.D. 

Secretary -Treasurer:  J.  T.  Cowan,  M.D. 

Delegate:  Marion  Cosand,  M.D. 

Alternate  Delegate:  L.  C.  Askwig,  M.D. 

Respectfully  submitted, 

C.  L.  Swanson,  M.D. 

Councilor,  Fourth  District 
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You  don’t 
drive  the  lease, 
you  drive 
the  car* 


Today,  it  seems  most  dealers  and 
leasing  firms  consider  the  lease  more 
important  than  the  car  you’ll  have  to 
drive.  Not  Mercedes-Benz. 

A Mercedes-Benz  gives  you  features 
simply  not  available  on  any  domestic 
luxury  sedan  at  any  monthly  price. 

Come  in.  We’ll  help  tailor  a leasing 
plan  to  your  specific  needs.  The 
monthly  cost  should  surprise  you. 

This  year,  lease  a Mercedes-Benz. 
Because  you  don’t  drive  the  lease,  you 
drive  the  car. 

Lease  a 

Mercedes-Benz  from 
Vern  Eide  Buick 

33rd  and  South  Minnesota  Ave. 

Sioux  Falls,  S.D. 

Ph.  336-1720 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient's  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  knowabout 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can't  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal i ndustry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


The  Reference  Committee  reviewed  the  report  submitted 
by  the  Councilor  from  the  Fourth  District  Medical  Society 
and  approved  it  as  submitted. 

REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

The  Huron  District  Medical  Society  held  four  meetings 
during  the  past  year.  The  District  met  on  May  14,  1974, 
and  at  that  time  reviewed  the  resolutions  to  be  considered 
during  the  annual  meeting  of  the  State  Medical  Association. 

The  next  meeting  was  on  September  18  at  which  time 
Dr.  JoAnn  Haberman  presented  a program  on  thermo- 
graphy and  breast  cancer  screening.  At  this  time  the  district 
nominated  David  Buchanan,  M.D.  for  Councilor  from  the 
Fifth  District  and  G.  Robert  Bell,  M.D.  for  Alternate 
Councilor. 

The  District  met  again  on  December  5 at  which  time 
election  of  officers  was  held.  The  officers  for  1975  are 
W.  O.  Hanson,  M.D.,  President;  Roscoe  Dean,  M.D.,  Vice 
President  and  E.  A.  Hofer,  M.D.,  Secretary-Treasurer.  A 
discussion  was  held  concerning  nominees  for  the  Com- 
munity Service  Award  and  the  Distinguished  Service 
Award  also. 

On  March  13,  R.  E.  Van  Demark,  M.D.,  State  Associa- 
tion President,  made  his  official  visitation  to  our  district 
meeting.  He  was  accompanied  by  Mr.  Robert  Johnson  who 
discussed  legislative  matters. 

Respectfully  submitted, 

D.  J.  Buchanan,  M.D. 

Councilor,  Fifth  District 

7 he  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Fifth  District  Medical  Society  and 
recommended  it  be  approved  as  submitted. 

COUNCILOR’S  REPORT  OF  THE  SIXTH 
DISTRICT  MEDICAL  SOCIETY 

The  Sixth  District  held  three  meetings  in  the  past 
twelve  months.  The  first  meeting,  held  in  November,  in- 
cluded a report  by  the  State  President,  Dr.  Robert  Van 
Demark  and  the  Executive  Secretary  of  the  South  Dakota 
Medical  Association,  Mr.  Robert  Johnson.  Mr.  Johnson 
discussed  several  topics  including  the  health  insurance  bills 
in  Congress,  Central  Health  Authorization  proposed  by  the 
government,  PSRO  and  what  the  SD  Foundation  had 
planned  to  do  about  it,  the  chiropractor  drive  to  do  phys- 
icals for  the  high  school  athletes,  the  consideration  of 
some  acupuncture  legislation  and  other  1975  legislation. 
A letter  from  Mr.  Rykhus,  the  Administrator  of  the  St. 
Joseph  Hospital,  was  read  explaining  that  a feasibility 
study  for  a HMO  was  being  started  by  the  hospital.  Dues 
for  the  sixth  district  were  kept  at  the  same  level  and  dues 
for  the  State  Medical  Association  were  increased  $50.00 
from  the  past  year. 

In  January  another  meeting  was  held  and  election  of 
officers  took  place.  The  President  was  C.  E.  Monson; 
Vice  President  was  E.  A.  Schabauer;  Secretary  was  V.  R. 
Vonburg;  Councilor  was  H.  R.  Lewis;  Alternate  Coun- 
cilor was  R.  G.  Gere;  Delegates  to  the  state  meeting 
were  J.  O.  Mabee  and  John  Judge;  Alternate  Delegates 
to  the  state  meeting  were  D.  W.  Weatherill  and  Richard 
Hockett;  Member  of  the  nominating  committee  for  the 
state  meeting  was  J.  O.  Mabee.  No  further  business  was 
discussed  at  that  time. 

Another  meeting  was  held  in  May,  1975,  at  which  time  a 
discussion  on  all  aspects  of  the  select  malpractice  com- 
mittees attempt  to  correct  our  malpractice  situation  was 
held  at  the  sixth  district  meeting. 

Respectfully  submitted, 

H.  R.  Lewis,  M.D. 

Councilor,  Sixth  District 

The  Reference  Committee  reviewed  the  report  of  the 


Councilor  from  the  Sixth  District  Medical  Society  and 
approved  it  as  submitted. 

REPORT  OF  THE  SEVENTH  DISTRICT 
COUNCILOR 

The  Seventh  District  Medical  Society  held  monthly 
meetings  except  for  the  summer  months.  Programs  were 
confined  to  political  and  socioeconomic  aspects  of  medical 
practice  and  periodic  updating  reports  regarding  the  progress 
of  the  medical  school. 

The  Seventh  District  was  saddened  by  the  death  of 
three  of  our  physicians  this  past  year.  Dr.  Will  Hage,  Dr. 
Emil  Erickson  and  Dr.  Stephen  Kahler  passed  away  during 
this  past  year. 

At  the  December  meeting  election  of  officers  was  car- 
ried out  and  Dr.  William  Rossing  was  elected  President, 
Dr.  R.  E.  Gunnarson  was  elected  Vice  President,  Dr.  D. 
M.  Lang  was  re-elected  Secretary  and  Dr.  Guy  Tam  was 
re-elected  Treasurer.  Dr.  B.  J.  Begley  was  re-elected  for  a 
three  year  term  as  Councilor.  The  delegates  elected  were: 
Dr.  William  O.  Rossing,  Dr.  R.  E.  Gunnarson,  Dr.  D.  M. 
Lang,  Dr.  E.  D.  Kemp,  Dr.  T.  A.  Angelos,  Dr.  D.  G. 
Ortmeier  and  Dr.  C.  J.  McDonald.  Alternate  delegates 
elected  were:  Dr.  T.  B.  McManus,  Dr.  John  Billion.  Dr. 
F.  G.  Alvine,  Dr.  Patrick  McGreevy,  Dr.  L.  W.  Finney, 
Dr.  Jerry  Walton  and  Dr.  Guy  Tam. 

Much  time  was  spent  during  the  year  by  the  Seventh 
District  exploring  the  problem  of  malpractice  insurance 
coverage.  A representative  of  St.  Paul  Fire  and  Marine 
spoke  last  April  at  a meeting  and  Mr.  Robert  Johnson, 
Executive  Secretary  of  the  State  Medical  Association,  gave 
an  update  on  the  problems  of  malpractice  coverage  procure- 
ment at  the  January  meeting. 

The  February  meeting  was  a nonbusiness  meeting  at 
which  time  the  wives  were  hosted  and  entertained. 

Respectfully  submitted, 

Bernard  J.  Begley,  M.D. 

Councilor,  Seventh  District 

The  Reference  Committee  reviewed  the  report  submitted 
by  the  Councilor  from  the  Seventh  District  Medical  Society 
and  approved  it  as  submitted. 

REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILOR 

Since  the  last  State  meeting,  the  Eighth  District  Medical 
Society  has  met  on  three  occasions.  The  meeting  on  Septem- 
ber 26,  1974  was  held  at  the  Prairie  in  Vermillion.  At  that 
time.  Dr.  C.  A.  Johnson's  Membership  of  Transfer  was 
found  to  be  in  order  from  District  11,  and  he  was  ac- 
cepted by  letter. 

Portions  of  a letter  from  Dr.  Haberman  regarding  the 
mobile  thermography  unit  were  read  and  this  issue  was 
discussed  at  great  lengths,  with  no  specific  recommenda- 
tions being  made  by  this  Medical  Society.  There  were  many 
questions  regarding  thermography  during  the  dialogue,  and 
since  there  was  no  quorum  present,  no  recommendations 
of  having  the  thermography  unit  in  our  area  were  made 
at  that  meeting.  The  business  meeting  was  adjourned,  and 
the  scientific  session  consisted  of  a program  headed  by 
Dr.  Jack  McBroom  from  the  Department  of  Physiology- 
Pharmacology.  He  spoke  on  the  kidney  and  the  mechanism 
of  action  of  various  classes  of  diuretics. 

The  Society  again  met  on  December  5,  1974.  Old  busi- 
ness consisted  of  the  problem  of  Dr.  Haberman  and  the 
thermography  unit.  Discussion  was  terminated  when  it  was 
decided  by  this  District  to  invite  Dr.  Haberman  to  carry 
out  her  program  in  our  area. 

Dr.  Tom  Johnson  and  Dr.  Frank  Messner  were  unani- 
mously approved  as  new  members  of  the  District. 

The  last  meeting  of  the  District  was  held  in  Yankton 
on  February  5,  1975.  The  nominating  committee  report  was 
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accepted  concerning  the  Distinguished  Service  Award  and 
Mr.  Harvey  Wollman's  name  was  submitted  and  acted  fav- 
orably upon  by  this  District. 

There  was  a legislative  report  by  Mr.  Ron  Morton, 
concerning  the  Health  System  Agency  in  the  new  Federal 
Government  Regulations.  The  Yankton  District  went  on 
record  unanimously  as  opposing  the  State  being  divided  into 
multiple  districts  and  a letter  was  sent  to  the  Governor 
suggesting  that  South  Dakota  be  made  into  one  HSA. 

Respectfully  submitted, 

D.  B.  Reaney,  M.D. 

Councilor,  Eighth  District 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Eighth  District  Medical  Society  and 
recommended  it  be  approved  as  submitted. 

REPORT  OF  THE  NINTH  DISTRICT  COUNCILORS 

Officers  of  the  Ninth  District  for  the  year  1975  are: 

President:  Helen  Jane  Hare,  M.D.,  Rapid  City 

Vice  President:  Reuben  J.  Bareis,  M.D.,  Rapid  City 

Secretary-Treasurer:  A.  J.  Barrett,  M.D.,  Rapid  City 

Councilors:  R.  H.  Harris,  M.D.,  Rapid  City,  A.  J. 
Barrett,  M.D.,  Rapid  City,  J.  N.  Hamm,  M.D.,  Sturgis 

Alternate  Councilors:  T.  E.  Mead,  M.D..  Spearfish.  N.  R. 
Whitney,  M.D.,  Rapid  City,  E.  T.  Ruud.  M.D.,  Rapid 
City 

Delegates:  Drs.  Javurek,  Langenfeld,  DeWald,  Mattson, 
Bloemendaal  and  W.  Kovarik 

Alternate  Delegates:  Drs.  J.  Kovarik,  Whitney,  Haugan, 
Golliher  and  Millea 

Following  the  last  annual  report,  a meeting  of  the  Black 
Hills  District  Medical  Society  was  convened  on  Septem- 
ber 12,  1974,  at  the  Holiday  Inn  North,  Spearfish, 
SD.  At  that  time,  the  city  of  Custer,  SD  presented  a 
Certificate  of  Need  for  Assignment  of  Health  Personnel 
by  the  National  Health  Service  Corporation  for  approval  by 
the  Society.  Affirmative  action  was  taken.  In  other  action. 
Dr.  Robert  P.  Millea  was  appointed  to  serve  on  the 
Board  of  Trustees  of  the  Rapid  City  Regional  Medical 
Hospital,  Inc.  Dr.  A.  A.  Lampert  was  designated  as  repre- 
sentative of  the  District  to  the  South  Dakota  Foundation 
for  Medical  Care.  Three  new  members  were  admitted  to 
the  Society. 

On  October  8,  the  Society  met  in  Rapid  City.  President 
of  the  South  Dakota  State  Medical  Association,  Dr.  Robert 
Van  Demark  and  the  Executive  Secretary  of  the  Association, 
Mr.  Robert  Johnson,  addressed  the  meeting.  A very 
lengthy  agenda  including  discussion  of  a local  H.M.O.;  sup- 
port of  Western  Health  Systems;  development  of  a nursing 
assistant  course  in  a local  school  of  Practical  Nursing,  and 
endorsement  of  an  application  for  a grant  from  the  De- 
partment of  H.E.W.  to  the  Pennington  County  Welfare 
Department  for  low-income  mothers  and  children,  was 
completed.  A scientific  program  was  deferred  because  of 
the  late  hour  of  adjournment. 

On  December  11,  1974,  the  Society  met  in  Rapid  City. 
President  of  the  Society,  Dr.  Joseph  Kovarik  presided. 
Sixty  physicians  attended.  Guests  included  wives  of  the 
members,  Drs.  Warren  Jones,  Karl  Wegner,  H.  Lemon 
and  Beverly  Mead.  Dr.  Wegner  discussed  the  progress  and 
future  of  the  Medical  School  at  the  University  of  South 
Dakota.  Dr.  Jones  encouraged  the  District  to  develop  a 
Family  Practice  Residency  program  in  the  West  River  area. 
Malpractice  insurance  problems  were  discussed  by  the 
members.  Dr.  Mead,  Chief  of  Psychiatry  at  the  Creighton 
School  of  Medicine,  spoke  on  “How  to  be  Happy  though 
Married”. 

The  Society  met  in  Rapid  City  on  February  13,  1975. 
Dr.  R.  Harris  reported  on  the  meeting  of  the  Council  on 
February  8,  1975.  Dr.  A.  A.  Lampert  discussed  legislation 
to  be  sponsored  by  the  State  Association.  Dr.  H.  H.  Haugan 


discussed  some  fiscal  problems  of  the  Western  Health 
Systems.  Unanimous  approval  was  given  to  the  position 
taken  by  the  State  Medical  Association  on  Comprehensive 
Health  Planning.  Drs.  Bray  and  Kegaries  were  granted 
Honorary  Membership  in  the  Black  Hills  District  Medical 
Society.  Discussion  of  a proposed  helicopter  ambulance 
service  was  introduced  by  Dr.  Javurek.  A committee  was 
appointed  to  pursue  the  project.  A program  entitled 
“Psychiatric  Methods”  was  presented  by  Drs.  Burnap  and 
Hercules. 

A special  meeting  was  held  in  Rapid  City  on  March  8, 
1975  to  discuss  the  current  status  of  pending  legislation, 
with  particular  reference  to  the  effects  on  Professional 
Liability  Insurance.  Dr.  Haas,  a member  of  the  committee 
on  Insurance  appointed  by  Dr.  Robert  Van  Demark  and 
Dr.  Russell  Harris  addressed  the  group. 

During  the  year,  the  District  achieved  its  record  member- 
ship. Accordingly,  the  Council  seated  Dr.  A.  J.  Barrett 
as  the  third  councilor  from  District  Nine.  A continuing 
problem  is  inadequate  attendance  at  meetings. 

Respectfully  submitted, 

Joseph  N.  Hamm,  M.D. 

A.  J.  Barrett,  M.D. 

Russell  H.  Harris,  M.D. 

Councilors,  Ninth  District 

The  Reference  Committee  reviewed  the  report  submitted 
by  the  Councilors  from  the  Ninth  District  Medical  Society 
and  approved  it  as  submitted. 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 

This  year  has  been  one  of  continued  aggressiveness  in 
post  graduate  education  for  rural  practitioners  of  the  area. 
Association  with  the  University  of  Nebraska,  School  of 
Medicine,  telephone  conferences,  lecturers  from  Creighton 
University,  School  of  Medicine  on  a regular  basis,  and 
inspection  by  the  AMA  Evaluation  Group  of  the  Physician 
Assistant  Training  Program  have  all  been  a good  and 
growing  experience. 

Construction  of  a new  hospital  in  Gregory,  SD  is  nearly 
50%  completed.  All  our  efforts  at  recruiting  more  phy- 
sicians for  the  area  has  been  aggressive,  but  without  results 
at  this  writing.  Anticipation  of  some  relief  is  hoped  for 
with  the  advent  and  the  evolution  of  the  new  four-year 
medical  school. 

The  presidential  visit  by  Dr.  Robert  Van  Demark  was 
most  enlightening  and  appreciated  in  January,  1975. 

Respectfully  submitted, 

R.  G.  Nemer,  M.D. 

Councilor,  Tenth  District 

The  Reference  Committee  reviewed  the  report  submitted 
by  the  Councilor  from  the  Tenth  District  Medical  Society 
and  approved  it  as  submitted. 

REPORT  OF  THE  ELEVENTH  DISTRICT 
COUNCILOR 

The  Northwest  District  Medical  Society  met  almost 
monthly  last  year  with  a combined  business,  social  and  an 
educational  type  meeting.  We  were  very  pleased  to  have 
as  our  guests  in  January  Robert  Van  Demark,  president  of 
the  South  Dakota  State  Medical  Association  and  Robert 
Johnson,  the  executive  secretary  of  the  South  Dakota  State 
Medical  Association.  This  meeting  was  utilized  to  bring 
our  president  and  executive  secretary  up  on  our  local 
medical  problems  and  to  exchange  information  through 
them  regarding  state-wide  medical  problems. 

Our  recent  months  have  been  spent  on  the  business 
aspect  of  our  meetings  on  the  PSRO  problems  and  getting 
this  organized  and  effective  at  clinic  and  hospital  levels 
and  to  bring  our  utilization  review  changes  up  to  date  as 
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per  recent  government  requirements.  The  staff  at  the 
Mobridge  Hospital  is  now  in  the  process  of  helping  the 
McLaughlin  Hospital  change  their  system  to  be  up  to 
date  in  its  latest  national  requirements. 

We  are  also  starting  to  direct  some  of  our  time  and 
effort  towards  planning  whatever  role  we  might  be  assigned 
in  the  teaching  of  the  medical  school  students  in  the  future 
years  as  the  school  transforms  from  a two  year  to  a four 
year  school. 

Respectfully  submitted, 

James  E.  Ryan,  M.D. 

Councilor,  Eleventh  District 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Eleventh  District  Medical  Society  and 
approved  it  as  submitted. 

REPORT  OF  THE  TWELFTH  DISTRICT 
COUNCILOR 

On  February  13,  1974,  the  Whetstone  Valley  District 
Medical  Society  met  at  the  Galley  in  Webster.  SD.  Election 
of  the  1974-75  officers  and  delegates  to  the  annual  meeting 
in  Aberdeen  on  May  3l-June  2 was  held.  Those  elected 
were: 

President:  Dr.  V.  Janavs,  Milbank 

Secretary:  Dr.  E.  A.  Johnson,  Milbank 

Delegates:  Dr.  E.  A.  Johnson,  Milbank,  Dr.  E.  Batt, 
Alternate  Delegate 

On  June  26,  1974,  the  Whetstone  Valley  District  Medical 
Society  met  at  the  Fireside  Jnn,  Rosholt,  SD.  PSRO  was 
discussed  by  Dr.  E.  A.  Johnson  resulting  in  more  discussion 
by  the  group. 

On  September  3,  1974,  the  Whetstone  Valley  District 
Medical  Society  had  a joint  meeting  with  the  Watertown 
Medical  Society  at  the  Watertown  Country  Club  to  hear 
Dr.  JoAnn  Haberman  discuss  the  role  of  thermography  in 
the  diagnosis  of  breast  cancer. 

On  October  16,  1974,  the  Whetstone  Valley  District 
Medical  Society  met  at  the  Lantern  Inn  in  Milbank,  SD. 
Doctor  Robert  Van  Demark  made  his  presidential  visit  and 
discussed  various  problems  of  the  State  Medical  Association 
and  the  welfare  of  its  members. 

Respectfully  submitted, 

Eldon  E.  Bell,  M.D. 

Councilor,  Twelfth  District 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Twelfth  District  Medical  Society  and 
recommended  it  be  approved  as  submitted. 

REPORT  OF  THE  COMMISSION 
ON  MEDICAL  SERVICE 

The  Commission  on  Medical  Service  met  twice  this  past 
year;  on  September  7,  1974  and  March  22,  1975.  Member 
attendance  was  good  at  both  meetings. 

Discussions  were  held  regarding  a Rural  Health  Sub- 
committee, and  it  was  decided  not  to  establish  a Rural 
Health  Subcommittee.  At  the  second  meeting  Dr.  Roscoe 
Dean  was  selected  as  the  new  Rural  Health  Chairman  for 
the  state. 

Discussions  were  held  concerning  the  high  school  physical 
examinations,  and  ultimately  the  attempt  by  the  chiro- 
practors to  perform  high  school  physical  examinations  was 
defeated. 

A College  Health  Task  Force  was  appointed  to  study 
college  student  health  programs  at  the  state  colleges  in 
South  Dakota.  This  Task  Force  has  met  at  length  on  one 
occasion  and  their  business  has  not  yet  been  completed. 

A subcommittee  was  appointed  to  establish  guidelines 
for  physicians  to  follow  with  regard  to  the  Vocational  Re- 


habilitation Program.  These  guidelines  will  be  provided  to 
school  counselors  for  their  use  in  screening  applicants  for 
this  program. 

Reports  were  received  from  Medical  School  representa- 
tives concerning  progress  made  in  establishing  the  junior 
and  senior  year  programs  in  the  state. 

At  the  last  meeting  the  malpractice  situation  was  dis- 
cussed. The  Commission  also  discussed  at  length  the  prob- 
lem concerning  Certificate  of  Need  for  a cardiac  surgical 
service,  and  recommendations  were  forwarded  to  the  Coun- 
cil concerning  this. 

Respectfully  submitted, 

B.  C.  Gerber,  M.D. 

Chairman 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Medical  Service.  The  Reference  Committee 
rcommends  the  acceptance  of  the  report  of  the  Commission 
on  Medical  Service. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL 
RELATIONS 

The  Commission  on  Legislation  and  Governmental  Re- 
lations has  met  twice  since  the  last  South  Dakota  Medical 
Association  meeting.  At  the  fall  meeting  Representative 
Denholm  visited  with  the  members  and  discussed  upcoming 
and  possible  National  Health  insurance  bills.  Plans  were 
also  discussed  at  that  time  as  to  what  should  be  done  as  far 
as  the  legislative  program  at  the  1975  session.  It  was  felt 
that  they  should  all  be  very  low  key  as  the  legislature  had 
really  been  pressed  in  the  previous  year  for  the  passage 
of  the  Medical  School  appropriation. 

As  it  turned  out,  with  the  sudden  problem  of  mal- 
practice, the  1975  legislative  session  dealt  primarily  with 
trying  to  get  some  help  in  securing  malpractice  insurance. 
The  most  notable  bill  that  was  sponsored  by  the  Association 
was  the  statute  of  limitations,  which  was  passed. 

The  spring  meeting  was  held  3-22-75  and  the  entire 
session  and  bills  of  interest  were  reviewed  by  Mr.  Robert 
Johnson.  In  discussion  of  the  Commission,  malpractice 
seemed  to  be  the  most  pressing  issue  facing  practicing 
physicians  today.  Therefore,  several  suggestions  for  possible 
action  in  the  next  legislative  session  would  be  as  follows: 

1.  Limit  the  rules  of  evidence  (limit  the  use  of  text 
books  and  require  expert  witnesses  to  be  from  South 
Dakota  or  the  immediate  surrounding  area). 

2.  Revise  the  statute  of  limitations  (remove  the  suicide 
clause  or  possibly  lower  the  limit). 

3.  Place  a limitation  on  liability  (similar  to  workmen’s 
compensation.  Indiana  has  such  a proposal  and  the  execu- 
tive office  was  directed  to  send  copies  of  this  to  the  Com- 
mission members). 

4.  Arbitration 

5.  Res  ipsa  loquitur  (must  prove  negligence). 

Respectfully  submitted. 

R.  G.  Gere,  M.D. 

Chairman 

Commission  on  Legislation  and 

Governmental  Relations 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations. 
The  Reference  Committee  recommends  the  acceptance  of 
the  report  of  the  Commission  on  Legislation  and  Govern- 
mental Relations. 

REPORT  OF  THE  COMMISSION 

ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

The  Commission  met  on  two  occasions  during  the  past 
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year,  on  September  7 and  March  22.  Both  meetings  were]) 
held  in  Sioux  Falls. 

A major  concern  during  the  year  has  been  the  South 
Dakota  Journal  of  Medicine.  Several  changes  in  format 
have  been  instituted  and  continued  efforts  will  be  made 
to  increase  advertising  revenue.  The  general  fund  of  the 
Association  has  subsidized  the  Journal  for  approximately 
$2,000.  This  support  will  probably  be  required  in  future 
years,  as  the  national  advertising  continues  to  be  difficult 
to  obtain. 

The  House  of  Delegates  directed  the  Commission  to 
study  the  Journal  situation  and  re-evaluate  the  feasibility 
of  maintaining  the  publication.  The  following  statement 
was  submitted  to  the  Council  as  a result  of  this  study:  In 
the  past  two  years  the  financial  aspect  of  the  publication 
has  been  one  of  decreased  income  and  increased  costs. 
However,  the  Commission  feels  that  the  Journal  provides 
benefits  to  the  Association  which  far  outweigh  the  limited 
financial  support  which  will  be  necessary  to  continue  this 
program.  The  Journal  provides  an  identity  for  the  State 
Association  which  cannot  be  obtained  in  any  other  way.  It 
is  a tangible  benefit  of  membership.  All  surveys  of  the 
State  Medical  Association  journals  indicate  that  readership  is 
high.  The  Journal  provides  the  State  Association  president  an 
opportunity  to  communicate  with  the  members  on  a month- 
ly basis.  In  coming  years,  with  the  development  of  the 
four  year  degree-granting  medical  school,  the  Journal  will 
be  of  great  value  to  the  students  and  faculty  members.  The 
Journal  provides  South  Dakota  physicians  an  opportunity 
to  publish  scientific  papers  which  would  not  be  available, 
except  in  very  limited  ways,  if  the  Journal  was  to  cease 
publication.  The  Journal  provides  an  avenue  for  editorial 
comment  by  all  members  and  such  comments  are  en- 
couraged and  welcomed  at  all  times.  The  Journal  provides 
a communications  medium  for  news  of  members  and  pub- 
lication of  Association  transactions  such  as  Commission 
minutes,  Council  minutes  and  annual  meeting  transactions. 
The  costs  of  providing  this  information  to  the  membership 
by  mail  is  estimated  to  be  at  least  $2,000  per  year  in  time, 
supplies  and  postage.  The  Journal  provides  salary  sub- 
sidization for  the  Association  of  $2,400  per  year.  This 
would  mean  the  Association’s  general  fund  would  have  to 
pick  up  a minimum  of  $4,400  per  year  in  expenses  if  the 
Journal  were  to  be  eliminated.  The  Commission  noted  that 
other  state  journals  in  the  area  were  being  subsidized 
several  years  ago  and  the  various  Associations  felt  the 
expense  was  well  justified.  In  view  of  these  facts,  the  Com- 
mission recommends  to  the  Council  that  the  publication 
of  the  South  Dakota  Journal  of  Medicine  be  continued 
and  that  the  general  fund  provide  the  deficit  incurred 
which  is  estimated  to  be  approximately  $3,000  this  year. 
Costs  are  kept  at  an  absolute  minimum  and  every  effort 
is  to  be  made  to  keep  expenses  as  near  the  actual  income 
as  possible. 

The  Commission  reviewed  two  brochures  for  distribution 
to  physicians’  offices  regarding  programs  for  blind  and 
deaf  children  in  South  Dakota,  and  recommended  that 
they  be  distributed  to  the  membership.  Also  reviewed  were 
a “White  Paper”  prepared  by  Blue  Cross  and  a sug- 
gested publication  for  doctors  entitled  “What  to  do  when 
the  Doctor  Dies.”  Approval  was  given  to  these  documents. 

The  Commission  recommended  that  the  SDSMA  Blue 
Shield-Blue  Cross  group  health  insurance  plan  increase 
the  major  medical  coverage  from  $25,000  to  $250,000. 
This  change  was  effective  in  March,  1975. 

Representatives  of  the  SD  Nurses  Association  and  SD 
Hospital  Association  met  with  the  Commission  during  the 
year  to  discuss  subjects  of  mutual  concern. 

At  the  spring  meeting  a discussion  of  the  malpractice 
insurance  situation  was  held.  A recommendation  was  made 
to  launch  a public  relations  program  regarding  the  current 


[crisis  and  that  long  range  planning  be  carried  out  in  an 
"attempt  to  solve  the  problem. 

||  During  the  past  year  the  following  physicians  in  South 
Dakota  died: 

Roman  Hura,  M.D.,  Howard,  died  November,  1974 
Loyola  Taylor,  M.D.,  Aberdeen,  died  October,  1974 
H.  E.  Davidson,  M.D.,  Ft.  Meade,  died  May,  1974 
W.  J.  Hage,  M.D.,  Sioux  Falls,  died  October,  1974 
Mark  F.  Williams,  M.D.,  formerly  of  Sioux  Falls,  died 
September,  1974 

S.  F.  Sherrill,  M.D.,  Belle  Fourche,  died  September, 
1974 

J.  E.  Bruner,  M.D.,  formerly  of  Aberdeen,  died  Septem- 
ber, 1974 

Emil  Erickson,  M.D.,  Sioux  Falls,  died  January,  1975 
J.  L.  Chassell,  M.D.,  Belle  Fourche,  died  February,  1975 
E.  S.  Kahler,  M.D.,  Sioux  Falls,  died  February,  1975 
Thomas  Eyres,  M.D.,  Vermillion,  died  April,  1975 
The  Commission  submits  the  following  report  on  the 
financial  status  of  the  Health  Career  Loan  Fund  Committee: 


Balance  in  Savings  Account 
3-8-74 
Income 
Interest 
Principal 


690.24 

2,833.85 

3,524.09 


TOTAL 
Disbursements 
Loans  (3) 


Balance  in  Savings  Account 
3-1-75 


5,959.00 


3.524.09 

9.473.09 
1,500.00 

7.973.09 

7,973.09 


During  the  year  the  Commission  has  reviewed  each 
financial  report  of  the  State  Medical  Association,  the 
Journal  Account  and  the  Building  Fund.  The  Budget  and 
Audit  Committee  approved  a budget  for  fiscal  year  1975-76. 
The  budget  was  submitted  to  the  Council  and  approved 
for  transmittal  to  the  House  of  Delegates.  The  proposed 
budget  is  attached  as  a part  of  this  report. 

Respectfully  submitted, 

John  F.  Barlow,  M.D. 

Chairman 

Commission  on  Communications,  Internal 

Affairs  & Liaison 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Internal  Affairs,  Communications  and  Liai- 
son. The  Committee  noted  the  extensive  report  concerning 
the  Journal  of  Medicine.  Dr.  Barlow  reviewed  the  joint 
meeting  of  the  Commission  and  representatives  of  the  hos- 
pital association  and  a discussion  ensued  with  regard  to 
hospital  medical  staff  bylaws.  The  Reference  Committee 
recommends  that  the  State  Medical  Association  office  have 
available  model  bylaws  and  information  for  the  use  of 
hospital  medical  staffs  in  revising  the  bylaws  and  urges 
the  physicians  in  South  Dakota  to  obtain  and  utilize  this 
material.  The  Reference  Committee  recommended  the  ac- 
ceptance of  the  report  of  the  Commission  on  Internal  Af- 
fairs, Communications  and  Liaison. 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
PROPOSED  BUDGET  1975-1976 
GENERAL  FUND 


INCOME 


State  Dues 
Annual  Meeting 
Refunds  & Miscellaneous 
Car  Reimbursement 


$78,750.00 

9,500.00 

3,000.00 

250.00 
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Administrative  Reimbursement 

5,000.00 

$96,500.00 

EXPENSES 

Salary,  Exec.  Sec. 

$13,200.00 

Salary,  Other 

20.600.00 

Social  Security 

2,000.00 

Legal  & Audit 

4,000.00 

Telephone 

2,000.00 

Office  Supplies 

4,500.00 

Dues  & Subscriptions 

500.00 

Physicians  Travel 

5.000.00 

Annual  Meeting 

9,500.00 

Public  Relations 

4,000.00 

Journal  Subsidy 

3,500.00 

Postage 

4,500.00 

Miscellaneous 

100.00 

Legislative  Expense 

2,300.00 

Car  Expense 

1,200.00 

Staff  Travel 

6,000.00 

Insurance 

1,100.00 

Employee  Relations 

5,200.00 

Taxes 

300.00 

Auxiliary  Newsletter 

800.00 

Employment  Tax 

125.00 

$90,425.00 

Reserve 

6,075.00 

Total 

$96,500.00 

JOURNAL  PROPOSED  BUDGET 

1975-1976 

INCOME 

Advertising 

$14,000.00 

Subscriptions 

600.00 

Miscellaneous 

300.00 

Refunds 

720.00 

Journal  Subsidy 

3,500.00 

$19,120.00 

EXPENSES 

Salary,  Editor 

$ 720.00 

Salary,  Staff 

2,400.00 

Legal  & Audit 

100.00 

Social  Security 

100.00 

Telephone 

100.00 

Postage 

750.00 

Office  Supplies  & Printing 

14,950.00 

$19,120.00 


REPORT  OF  THE  COMMISSION 
ON  SCIENTIFIC  MEDICINE 

The  Commission  held  two  meetings  during  the  year, 
the  first  being  on  September  7,  1974,  at  Sioux  Falls  at 
the  Ramada  Inn.  Foremost  in  the  deliberations  was  a 
referral  from  the  House  of  Delegates  requesting  a “more 
complete  and  accurate  report  on  the  subject  of  the  breast 
cancer  screening  program  be  resubmitted  to  the  Council 
with  such  report  to  include  the  original  deliberation  of  the 
Commission  and  the  subsequent  action  taken". 

The  original  report  from  the  Commission  on  Scientific 
Medicine  which  was  submitted  to  the  Council  on  April 
1973  is  quoted: 

“Dr.  JoAnn  Haberman  was  introduced  by  Dr.  James 
Vose  and  presented  a proposal  for  thermography  cancer 
detection  program  for  South  Dakota.  She  presented  the 
background  material  and  asked  for  an  endorsement  of  her 
proposal  to  conduct  screening  clinics  in  this  state.  The 
clinics  would  be  conducted  by  Dr.  Haberman  and  she  would 
work  closely  with  both  the  Cancer  Society  and  the  South 


Dakota  State  Medical  Association.  Dr.  Larson  moved  that 
the  Commission  recommend  that  the  Council  give  its  ap- 
proval to  this  type  of  program  and  asked  that  its  planning 
start  immediately,  that  any  activities  in  any  county  be  first 
approved  by  the  District  Medical  Society  before,  and  that 
an  informational  program  be  prepared  for  each  District 
Medical  Society.  With  this  background  material,  the  prob- 
lems with  the  breast  cancer  screening  program  which  has 
been  encountered  in  the  Northern  Hills  and  the  Rapid 
City  area  were  discussed.  Note  was  taken  of  the  fact  that 
the  problems  which  arose  in  Western  South  Dakota  related 
to  two  main  areas.  A large  number  of  patients  were  noted 
to  have  abnormal  thermographic  findings  which  were  non- 
diagnostic apparently  and  re-examination  in  six  months 
was  recommended.  The  second  area  of  concern  occurred 
in  the  number  of  mammographic  examinations  that  were 
suggested  and  apparently  this  was  a vast  number  of  pa- 
tients and  overloaded  facilities  for  the  performance  of  this 
test.  The  chairman  stated  that  at  the  direction  of  the  House 
of  Delegates  that  he  had  personally  called  Dr.  Haberman 
following  the  May  meeting  and  relayed  the  concern  of 
the  House  of  Delegates  with  regard  to  these  two  items.  He 
was  assured  by  Dr.  Haberman  that  steps  would  be  taken  to 
correct  these  problems  and  that  she  would  make  a point 
of  obtaining  the  approval  of  the  appropriate  District  Medi- 
cal Society  by  meeting  with  the  District  Medical  Society 
and  presenting  her  program  prior  to  moving  the  Mobile 
Breast  Cancer  Screening  van  into  any  county  within  its 
jurisdiction.” 

After  considerable  discussion,  it  was  moved  and  seconded 
that  the  Commission  on  Scientific  Medicine  recommend 
continued  endorsement  of  the  South  Dakota  Mobile  Breast 
Cancer  Screening  Program. 

On  March  22,  1975,  at  the  direction  of  the  Council  the 
Commission  on  Scientific  Medicine  held  an  indepth  dis- 
cussion on  the  operation  of  the  screening  program  in  the 
various  districts.  Prior  to  this  deliberation  a letter  from  the 
Aberdeen  District  Medical  Society  was  read  to  the  members 
indicating  that  they  will  not  participate  in  the  program. 
It  was  read  for  the  information  of  the  Commission  mem- 
bers. 

Discussion  centered  around  two  main  points;  the  first 
being  the  method  utilized  for  contacting  positive  patients 
as  requested  by  the  Council.  The  second  point  of  discussion 
was  an  indepth  discussion  as  to  the  validity  of  thermo- 
graphy as  a screening  process  for  the  detection  of  cancer. 
It  was  noted  by  the  Commission  that  many  patients  were 
misinformed  as  to  the  screening  nature  of  the  procedure 
and  felt  that  this  was  a 100%  sure  fire  way  of  detecting 
cancer  and  not  necessarily  confined  to  the  breast.  Dis- 
cussion was  held  regarding  the  statement  prepared  as  a 
news  release  by  the  South  Dakota  State  Medical  Association 
regarding  the  Cancer  Screening  Program  and  the  informa- 
tion which  was  given  to  the  patient  at  the  breast  screening 
van.  It  was  felt  that  this  misinformation  was  not  forth- 
coming from  either  of  these  two  information  sources. 
Rather  it  was  felt  that  this  probably  came  from  the  en- 
thusiasm of  the  extension  homemakers  as  they  scheduled 
the  ladies  to  be  examined. 

The  numbers  of  women  who  have  been  screened  by 
the  mobile  van  would  indicate  that  public  acceptance  of 
the  van  has  been  great,  and  it  was  the  feeling  of  several 
physicians  that  women  who  had  not  availed  themselves 
of  the  opportunity  of  an  annual  examination  of  some  sort 
had  responded  to  the  opportunity  to  be  examined  at  the 
van.  Their  motivation  as  to  avail  themselves  of  the  op- 
portunity to  be  examined  at  the  van  as  opposed  to  their 
appearing  in  a physician's  office  for  an  annual  examination 
could  not  be  determined  with  any  degree  of  accuracy. 
However,  it  was  the  feeling  of  the  Commission  that  large 
numbers  of  women  were  being  screened  and  that  in  many 
cases  these  were  women  who  would  not  ordinarily  have 
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been  seen  for  examination.  The  validity  of  statements  which 
have  been  attributed  to  various  medical  centers  as  to  the 
accuracy  and  usefulness  of  thermography  as  a diagnostic 
procedure  was  then  discussed.  After  considering  all  these 
aspects,  a motion  was  made  by  Dr.  Thornton  that  the 
Commission  recommend  to  the  Council  that  the  South 
Dakota  State  Medical  Association  should  continue  to  en- 
dorse the  screening  program  and  support  it.  His  motion 
was  seconded  and  carried  with  one  dissenting  vote  by 
Dr.  Kovarik. 

Planning  for  the  annual  meeting  of  the  South  Dakota 
State  Medical  Association  for  May  30,  31  and  June  1 is 
the  main  business  of  this  Commission  and  arrangements 
were  made  at  the  fall  Commission  meeting  for  the  annual 
program  to  follow  the  format  which  has  been  adopted 
in  the  past  two  years.  Plans  for  a Friday  afternoon  session 
beginning  at  1:00  of  a combined  session  and  the  Saturday 
morning  workshop  format  were  followed  with  the  de- 
velopment of  a representative  scientific  program  which  we 
feel  will  be  of  interest  to  the  practicing  physicians  of 
South  Dakota. 

Discussion  was  held  upon  the  continuing  medical  edu- 
cation program  in  South  Dakota  as  directed  by  the  Com- 
mission on  Long  Term  Planning.  Dr.  Sittner  moved  that  the 
Commission  recommend  to  the  Council  that  a question- 
naire be  sent  to  each  physician  in  the  state  of  South  Dakota 
concerning  continuing  medical  education  and  allow  the 
physicians  to  respond  to  the  Commission  as  to  the  content 
of  programs  which  would  be  of  interest  to  them  and  the 
format  of  the  subject  presentation  which  they  felt  would 
be  most  suitable.  The  Commission  also  recommended  that 
the  chairman  of  the  Commission  contact  the  appropriate 
person  at  the  Medical  School  to  inquire  if  they  would  be 
interested  in  helping  to  provide  this  type  of  service  to  the 
South  Dakota  State  Medical  Association  in  the  future. 
The  Commission  also  recommended  that  the  subcommit- 
tee on  Continuing  Medical  Education  be  disbanded  and 
these  duties  be  absorbed  by  the  Commission  itself.  Along 
with  the  director  of  medical  education  of  the  Medical 
School,  it  was  the  feeling  of  the  Commission  that  when 
this  program  is  fully  implemented  that  it  will  be  necessary 
for  the  Commission  to  meet  more  often. 

I wish  to  thank  the  members  of  the  Commission  for  their 
time  and  thoughtful  consideration  of  the  problems  which 
have  confronted  us  during  this  past  year. 

Respectfully  submitted, 

James  C.  Larson,  M.D. 

Chairman 

Commission  on  Scientific  Medicine 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Committee  noted 
the  extensive  report  with  regard  to  the  thermography  screen- 
ing program.  The  Committee  recommended  that  the  State 
Medical  Association  continue  to  endorse  the  thermography 
screening  program  during  its  first  circuit  around  the  state, 
that  following  completion  of  this  first  circuit  the  program 
be  evaluated  from  the  data  available,  and  that  the  South 
Dakota  physicians  cooperate  by  submitting  follow-up  in- 
formation as  requested  by  Dr.  Haberman  to  enable  her  to 
obtain  the  necessary  statistical  data  for  evaluation.  The 
Committee  recommended  the  acceptance  of  the  report  of 
the  Commission  on  Scientific  Medicine. 

AMENDMENTS  TO  BY-LAWS  OF  THE 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

submitted  by  the  Council 

BE  IT  RESOLVED  that  the  By-laws  of  the  South  Dakota 
State  Medical  Association  be  amended  as  follows: 

Article  III,  Section  2.  Categories — add  section  d as  follows: 


(((  d:  STUDENT  MEMBERS  are  those  students  en- 
rolled in  the  University  of  South  Dakota  School  of 
Medicine  or  South  Dakota  residents  who  are  enrolled  at 
other  schools  of  medicine.  Membership  shall  be  under 
conditions  determined  by  the  House  of  Delegates.  Student 
Members  may  elect  one  delegate  from  the  University  of 
South  Dakota  School  of  Medicine  and  one  Councilor 
and  one  student  member  to  each  Commission.  The  stu- 
dent representatives  named  will  have  voting  privileges 
in  the  respective  Commissions  and  governing  bodies.))) 

Article  VI — Governing  Body  (House  of  Delegates) 

Section  2.  Composition 

The  House  of  Delegates  shall  be  composed  of  (1)  dele- 
gates elected  by  the  component  societies,  each  compo- 
nent society  being  entitled  to  elect  one  delegate  for  each 
20  active  and  life  members  in  good  standing,  or  fraction 
thereof,  who  enjoy  all  the  rights  and  privileges  of  mem- 
bership, provided  each  component  society  shall  be  en- 
titled to  elect  at  least  one  delegate,  and  (2)  the  officers 
of  the  Association  enumerated  in  Article  VII,  Section  1 a: 
of  these  By-laws.  (((  In  addition,  the  Student  Members 
of  the  University  of  South  Dakota  School  of  Medicine 
shall  be  entitled  to  elect  one  (1)  delegate  who  shall  have 
voting  privileges.))) 

Article  VIII — Council,  Section  1.  Composition 

The  Council  shall  consist  of  the  Councilors,  the  Presi- 
dent, the  President-Elect,  the  Vice  President,  the  immedi- 
ate Past  President,  the  Speaker  of  the  House  of  Delegates, 
the  Secretary-Treasurer  of  the  Association,  and  Delgate(s) 
to  the  American  Medical  Association.  (((In  addition,  the 
student  body  at  the  University  of  South  Dakota  School  of 
Medicine  shall  be  entitled  to  seat  one  Councilor  who  shall 
have  full  voting  privileges.)))  A majority  of  its  members 
shall  constitute  a quorum. 

Article  X — Commissions,  Section  2.  Standing  Commissions 
b:  Composition — add  the  following: 

(((  In  addition,  the  student  body  of  the  University  of 
South  Dakota  School  of  Medicine  may  elect  one  repre- 
sentative to  serve  on  each  standing  commission  who 
shall  have  voting  privileges.))) 

The  Reference  Committee  considered  the  proposed  amend- 
ments to  the  Bylaws  of  the  South  Dakota  State  Medical 
Association.  It  was  noted  by  the  Committee  that  the  med- 
ical students  do  have  non-voting  representation  on  the 
Council,  Commissions  and  House  of  Delegates.  The  Refer- 
ence Committee  recommended  that  the  House  of  Delegates 
reject  these  proposed  amendments. 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 

The  Grievance  Committee  of  the  South  Dakota  State 
Medical  Association  considered  several  complaints  during 
the  past  year  and  a meeting  is  planned  in  April. 

Respectfully  submitted, 

J.  A.  Muggly,  M.D. 

Chairman 

Grievance  Committee 

The  Reference  Committee  reviewed  the  report  of  the 
Grievance  Committee  and  recommends  the  acceptance  of 
this  report. 

REPORT  OF  THE  STATE  UTILIZATION  AND 
INSURANCE  REVIEW  COMMITTEE 

Prior  to  April  11,  1975,  this  committee  has  had  two 
formal  meetings,  on  September  25,  1974  and  April  9, 
1975,  at  which  attendance  was  81%.  These  meetings  con- 
sumed and  5 hours  respectively  of  intensive  work  by 
committee  members  and  staff.  A third  meeting  is  contem- 
plated prior  to  the  annual  meeting  of  the  Association. 
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Subject  matter  considered  at  meetings  included  the  fol- 
lowing policy  activities: 

1.  Adoption  of  guidelines  for  both  state  and  district 
review  of  referred  claims. 

2.  Guidelines  for  determining  the  usual  and  customary 
charge. 

3.  Summary  forms  for  reporting  district  committee 
reviews. 

4.  Summary  forms  for  reporting  individual  reviews  and 
decisions  by  members  of  the  state  committee. 

5.  Review  of  proposed  guidelines  with  respect  to  ac- 
ceptable diagnostic  procedures  as  they  relate  to  spe- 
cific diagnoses  and  symptom  complexes. 

6.  Definition  of  services  that  should  be  included  in  an 
OB-maternity  package. 

7.  Establishment  of  provisions  when  charges  should  be 
allowed  for  debridement  in  addition  to  that  for  the 
primary  surgical  procedure. 

8.  Extensive  review  of  statistical  computer  studies  of  the 
norms  of  frequency  of  many  categories  of  medical 
services  by  all  South  Dakota  physicians  and  particular 
review  of  some  physicians  whose  records  showed  sub- 
stantial deviations  from  these  norms.  This  is  an  annual 
requirement  by  the  Department  of  Health,  Education 
and  Welfare. 

9.  Consideration  and  decisions  regarding  the  unit  values 
to  be  placed  on  procedures  not  heretofore  covered  by 
our  outdated  South  Dakota  RVS. 

In  addition  to  the  above,  it  was  necessary  to  review  and 
adjudicate  at  formal  meetings  a large  number  of  individual 
claims  and  charges  which  could  not  be  handled  success- 
fully by  correspondence. 

In  addition  to  time  spent  at  meetings,  members  of  the 
committee  have  devoted  countless  hours  in  reviewing  ma- 
terial on  problem  cases  sent  to  them  by  mail.  The  de- 
cisions of  all  committee  members  are  then  correlated  by  the 
chairman  and  a consensus  decision  is  reached.  The  State 
Committee  has  considered  and  reached  decisions  on  24 
cases  thus  far  in  this  fiscal  year,  and  some  of  them  have 
been  reviewed  two  or  three  times. 

This  committee  compliments  the  several  District  So- 
cieties which  have  established  conscientious,  prompt  acting, 
and  well  functioning  review  committees.  They  are  per- 
forming a valuable  service.  Unfortunately,  this  is  not  true 
uniformly  across  the  state.  District  committees  have  re- 
viewed and  recommended  decisions  on  approximately  37 
cases  to  date,  and  some  of  these  cases  have  required  one 
and  two  re-reviews  for  various  reasons.  This  activity  has 
been  very  helpful  in  alleviating  the  work  load  of  the  state 
committee. 

A plea  is  made  to  all  physicians  to  more  amply  and  ac- 
curately document  their  reports  and  requests  for  payment. 
Only  by  having  accurate  background  material,  code  num- 
bers, description  of  services,  numbers  of  services,  and 
charges  therefore  can  the  staff  and  committee  continue 
to  equitably  handle  all  claims  submitted. 

The  committee  expresses  its  appreciation  to  a large  ma- 
jority of  physicians  in  the  state  for  accepting  the  recom- 
mendations of  this  committee.  Valid  disagreements  with 
committee  decision  have  always  been  granted  courteous  and 
prompt  reconsideration  of  the  claim. 

The  chairman  thanks  the  members  of  the  state  com- 
mittee for  their  fine  cooperation,  hard  work,  and  con- 
scientious consideration  of  many  problems. 

The  entire  committee  acknowledges  and  appreciates 
the  valuable  and  outstanding  assistance  provided  by  our 
executive  secretary,  Robert  D.  Johnson  and  Mrs.  Jan  An- 
derson, secretary  of  the  committee. 

Respectfully  submitted, 

H.  Russell  Brown,  M.D. 

Chairman 


The  Reference  Committee  reviewed  the  report  of  the 
State  Utilization  and  Insurance  Review  Committee  and 
recommends  the  acceptance  of  this  report. 


REPORT  OF  THE  SOUTH  DAKOTA  FOUNDATION 
FOR  MEDICAL  CARE 

The  South  Dakota  Foundation  for  Medical  Care  had  the 
first  official  meeting  on  July  10,  1974  with  the  newly  ap- 
pointed directors.  At  that  meeting  election  of  officers  was 
held  and  executive  committee  appointed.  Several  topics  were 
discussed  such  as  hiring  of  personnel,  employing  a consult- 
ing firm,  setting  up  criteria  for  medical  care  evaluation. 

We  again  met  on  October  23,  1974  and  a progress  report 
was  given  by  the  committees  namely  criteria,  membership, 
utilization  and  review  and  the  nominating  committee. 

The  group  met  November  26,  1974  and  most  of  the  time 
was  spent  discussing  criteria  and  suggestions  from  the  doc- 
tors and  specialty  groups  regarding  criteria  and  con- 
sidered suggestions  from  the  doctors  in  specialty  groups. 
Membership  at  that  time  was  up  to  65%  of  the  physicians 
in  the  state.  Continuing  education  was  discussed  and  it 
was  stressed  the  importance  of  cooperation  between  the 
Hospital  Administration  and  the  Foundation  especially  in 
the  field  of  medical  audits.  Following  this  meeting,  the 
House  of  Delegates  of  the  South  Dakota  Medical  Associ- 
ation authorized  the  South  Dakota  Foundation  for  Medical 
Care  to  apply  for  a conditional  grant  to  act  as  the  PSRO 
for  South  Dakota. 

Another  meeting  was  held  January  29,  1975  and  re- 
viewed page  by  page  the  drafted  formal  plan  for  condi- 
tional designation  to  be  submitted  to  H.E.W.  Reports  were 
also  given  by  each  committee. 

Other  meetings  such  as  telephonic  conferences  and 
small  group  meetings  have  occurred.  The  conditional  grant 
was  submitted  to  H.E.W.  and  at  this  writing  certain  changes 
have  been  recommended  by  H.E.W.  and  are  in  the  process 
of  revision. 

Respectfully  submitted, 

J.  A.  Muggly,  M.D. 

Chairman 

The  Reference  Committee  reviewed  the  report  of  the 
Foundation  for  Medical  Care  and  recommends  the  accept- 
ance of  this  report. 

REPORT  OF  THE  RELATIVE  VALUE  STUDY 
COMMITTEE 

The  Relative  Value  Study  Committee  of  the  South 
Dakota  State  Medical  Association  met  once  during  the  past 
year,  on  October  2,  1974,  in  Pierre,  South  Dakota.  At  that 
time  subcommittee  reports  were  reviewed  and  adopted. 
The  chariman  of  this  committee  has  met  several  times  with 
the  Association  staff  to  finalize  sections  of  the  Study  for 
the  printer. 

At  the  time  this  report  is  being  written,  copy  for  the 
Relative  Value  Study  has  been  sent  to  the  printer  and  we 
are  awaiting  proofs.  These  proofs  will  be  sent  to  each  sub- 
committee chairman  for  final  corrections.  Hopefully  the 
Relative  Value  Study  will  be  published  and  distributed  to 
Association  members  by  the  time  of  the  annual  meeting  in 
May. 

Respectfully  submitted, 

E.  W.  Sanderson,  M.D. 

Chairman 

The  Reference  Committee  reviewed  the  report  of  the 
Relative  Value  Study  Committee  and  recommends  the 
acceptance  of  this  report. 
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ANNUAL  MEETING 
Minutes  of 

South  Dakota  Medical  Services,  Inc. 

Corporate  Body  Meeting 
Downtown  Holiday  Inn 
Sioux  Falls,  South  Dakota 
May  30,  1975,  9:45  a.m. 

The  Chairman  of  South  Dakota  Medical  Service,  Inc., 
Dr.  E.  A.  Johnson,  at  9:45  o'clock  a.m.,  on  May  30,  1975, 
declared  the  Corporate  Body  of  the  Corporation  in  order. 
Upon  roll  call  vote,  the  following  physician  members  of  the 
Corporate  Body  were  present: 

R.  E.  Van  Demark,  G.  E.  Tracy,  Fred  Leigh,  A.  P.  Reding, 
J.  B.  Gregg,  R.  H.  Quinn,  J.  T.  Elston,  T.  H.  Sattler,  W.  B. 
Odland,  G.  R.  Bartron.  Bruce  Lushbough,  C.  L.  Swanson, 
David  Buchanan,  Harvard  Lewis,  B.  J.  Begley,  Paul  Aspaas, 
Duane  Reaney,  R.  H.  Harris,  A.  J.  Barrett,  J.  N.  Hamm, 
R.  G.  Nemer,  James  Rud,  D.  N.  Fedt,  Werner  Klar, 
R.  E.  Shaskey,  Marion  Cosand,  James  Ryan,  Eldon  Bell, 
A.  J.  Janusz,  J.  I.  Hovland,  R.  K.  Mestrich,  Roscoe  Dean, 
L.  W.  Karlen,  J.  Judge,  W.  O.  Rossing,  R.  E.  Gunnarson, 
Durward  Lang,  T.  A.  Angelos,  D.  G.  Ortmeier,  T.  B.  Mc- 
Manus, Guy  Tam,  Richard  Porter,  Harold  Fletcher,  R.  R. 
Thornton,  M.  G.  Langenfeld,  W.  J.  Mattson,  R.  D.  Bloe- 
mendaal,  W.  Kovarik,  J.  Kovarik,  N.  Whitney,  K.  K.  Ver- 
ma,  R.  R.  Lawrence,  and  E.  A.  Johnson. 

The  Chairman  declared  the  Corporate  Body  Meeting 
in  session. 

A quorum  was  declared  present  for  the  purpose  of  trans- 
acting the  business  of  the  Corporate  Body  of  the  Corpora- 
tion. 

Dr.  Tracy  moved  that  the  Minutes  of  the  last  South 
Dakota  Medical  Service,  Inc.,  Corporate  Body  Meeting  be 
approved  as  filed  and  the  reading  thereof  waived,  such 
Minutes  having  been  provided  to  all  members  in  writing 
prior  to  the  meeting.  The  motion  was  seconded  by  Dr. 
Leigh  and,  upon  voice  vote,  the  same  were  approved 
unanimously. 

The  Chairman  called  upon  the  President  to  give  the 
Financial  Report  for  the  year.  President  Erickson  referred 
to  Page  5 of  the  written  handbook  furnished  to  the  dele- 
gates, a financial  summary  of  the  two  governmental  pro- 
grams operated  by  Blue  Shield,  namely  the  CHAMPUS 
and  Medicare  Program  Part  B.  He  reviewed  such  pro- 
grams relative  to  Blue  Shield's  role  as  fiscal  agent. 

Mr.  Erickson  then  referred  to  the  annual  report  pub- 
lished by  Blue  Shield  and  mailed  to  each  delegate.  He  re- 
viewed the  figures  on  Page  3 thereof  showing  the  financial 
status  of  Blue  Shield. 

Dr.  Ortmeier  requested  information  on  the  State  Group 
Contract  and  its  operation.  Mr.  Erickson  stated  that  for 
the  first  18  months  of  operation  Blue  Shield  was  approxi- 
mately even  on  this  contract.  However,  due  to  a proposed 
premium  increase,  the  contract  is  being  rebid.  Blue  Shield 
had  an  underwriting  loss  for  the  year  of  $51,000  which  was 
offset  by  investment  income  and  resulting  in  a gain  total  of 
approximately  $100,000  for  1974.  Dr.  Swanson  moved 
the  financial  report  be  approved.  Dr.  Ortmeier  seconded 
such  motion.  On  voice  vote  such  report  was  approved 
unanimously. 

The  Chairman  of  the  Board  stated  that  the  next  order 
of  business  was  the  election  of  directors.  He  stated  for  the 
Body  that  three  directors  are  to  be  elected.  Two  of  the 
present  directors,  namely,  Dr.  J.  T.  Elston  and  Dr.  P.  H. 
Hohm,  under  the  By-laws  of  the  corporation  are  not  eligi- 
ble for  re-election.  James  Jelbert  of  Spearfish,  South  Dako- 
ta, is  eligible  for  re-election. 

The  Chairman  called  for  a report  of  the  nominating 
committee.  Dr.  J.  T.  Elston,  Chairman  of  the  Nominating 
Committee  reported  that  the  nominating  committee  sub- 
mitted the  following  names  in  nomination  for  the  Directors 


of  Blue  Shield: 

Lay  Members: 

James  Jelbert,  Spearfish 

Physician  Members: 

Robert  Bloemendaal,  M.D.,  Rapid 
City  for  a three-year  term 
Roscoe  Dean,  M.D.,  Wessington 
Springs  for  a three-year  term 

The  Chairman  called  for  nominations  from  the  floor. 
No  nominations  from  the  floor  were  received. 

Dr.  David  Buchanan  moved  approval  of  the  names  sub- 
mitted by  the  Nominating  Committee  and  further  moved  that 
nominations  cease  and  the  Secretary  be  instructed  to  cast  a 
unanimous  ballot  for  the  nominees.  The  foregoing  motion 
was  seconded  by  Dr.  A.  P.  Reding.  Upon  voice  vote,  the 
motion  was  approved  unanimously.  The  Secretary  then  cast 
a unanimous  ballot. 

The  Chairman  called  for  consideration  of  New  Busi- 
ness. 

Dr.  Tracy  stated  that  on  a number  of  occasions  Blue 
Shield  received  questions  and  complaints  sent  from  patients 
relative  to  service  of  doctors.  He  stated  that  many  of  these 
were  beyond  the  ability  of  lay  personnel  of  Blue  Shield  to 
handle.  He  felt  these  should  be  referred  to  the  South 
Dakota  State  Medical  Association  for  answer. 

Mr.  Erickson,  president,  noted  that  under  the  Medicare 
Program,  Blue  Shield,  as  fiscal  agent,  is  required  by  con- 
tract to  handle  questions  and  complaints  pursuant  to  rules 
of  the  federal  government.  While  Mr.  Erickson  agreed 
that  a very  close  liaison  and  working  arrangement  between 
Blue  Shield  and  the  Medical  Association  is  vital,  he 
pointed  out  certain  areas  where,  by  law,  Blue  Shield  is  re- 
quired to  handle  such  matters. 

Dr.  Hohm  noted  that  the  Blue  Shield  Board  of  Directors 
includes  a number  of  South  Dakota  doctors.  He  stated  that 
the  doctor  members  of  the  Board  do  become  involved  in 
questions  and  complaints  from  patients  concerning  medical 
doctors,  and  unless  required  by  law,  he  felt  that  all  com- 
plaints of  this  nature  did  involve  input  by  South  Dakota 
doctors.  He  stated  that  he  knew  the  board  of  Blue  Shield 
at  all  times  wanted  to  cooperate  fully  with  the  South  Dakota 
State  Medical  Association  on  all  matters. 

Dr.  Tracy  moved  that,  where  permitted,  Blue  Shield 
refer  patients'  questions  and  complaints  relating  to  medical 
doctors  to  the  South  Dakota  State  Medical  Association. 
The  motion  was  seconded  by  Dr.  D.  G.  Ortmeier.  Upon 
voice  vote  such  motion  was  approved  unanimously. 

Dr.  Sattler  moved  for  adjournment,  and  Dr.  Hamm  sec- 
onded. Upon  voice  vote,  the  same  was  approved  unani- 
mously. 

John  Zimmer 
Secretary 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

808  West  Avenue  North 
Sioux  Falls,  S.D.  57104 
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THE 

ALUMNI 

ASSOCIATION 

of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 


CLASS  REPRESENTATIVES 


1908-1920 

Alumni  Office 

1947 

C.  W.  Rainy,  M.D. 

1921 

H.  P.  Totten,  M.D. 

1948 

C.  H.  Steele,  M.D. 

1922 

Alumni  Office 

1949 

W.  F.  Stanage,  M.D. 

1923 

G.  L W.  Cottam,  M.D. 

1950 

R.  T.  Orr,  M.D. 

1924 

J.  O.  Threadgold,  M.D. 

1951 

Phyllis  Huffman,  M.D. 

1925 

L.  S.  Borow,  M.D. 

1952 

Dennis  J.  Walter,  M.D. 

1926 

F.  L.  Hummer,  M.D. 

1953 

R.  P.  Bose,  M.D. 

1927 

R.  S.  Hubbs,  M.D. 

1954 

L.  E.  Savage,  M.D. 

1928 

Ernest  E.  Walkes,  M.D. 

1955 

R.  D.  Hockett,  M.D. 

1929 

J.  R.  Cochran,  M.D. 

1956 

C.  W.  Anderson,  M.D. 

1930 

Harry  L.  Schwartz,  M.D. 

1957 

Lyle  Munneke,  M.D. 

1931 

F.  T.  Sorum,  M.D. 

1958 

P.  W.  Flynn,  M.D. 

1932 

B.  V.  Reaney,  M.D. 

1959 

J.  G.  Garrick,  M.D. 

1933 

V.  V.  Rockey,  M.D. 

1960 

T.  P.  Gormley,  M.D. 

1934 

C.  E.  Kemper,  M.D. 

1961 

Richard  Porter,  M.D. 

1935 

E.  S.  Palmerton,  M.D. 

1962 

W.  N.  Golliher,  M.D. 

1936 

H.  B.  Shreves,  M.D. 

1963 

D.  V.  Rousseau,  M.D. 

1937 

J.  J.  DeRoos,  M.D. 

1964 

M.  G.  Langenfeld,  M.D. 

1938 

R.  J.  Ogborn,  M.D. 

1965 

L.  F.  Nelson,  M.D. 

1939 

Cleo  L.  Vogele,  M.D. 

1966 

A.  A.  Lamport,  M.D. 

1940 

Don  Alcott,  M.D. 

1967 

James  R.  Adams,  Jr.,  M.D. 

1941 

H.  L.  Saylor,  Jr.,  M.D. 

1968 

C.  L.  Pelton,  M.D. 

1942 

D.  L.  Scheller,  M.D. 

1969 

James  Giebink,  M.D. 

1943 

G.  H.  Steele,  M.D. 

1970 

J.  L.  Peterson,  M.D. 

1943 

Warren  Jones,  M.D. 

1971 

R.  F.  Schroeckenstein,  M.D. 

1944 

M.  J.  Johnson,  M.D. 

1972 

Patricia  Wirtz,  M.D. 

1945 

F.  U.  Sebring,  M.D. 

1973 

R.  J.  Bury,  M.D. 

1946 

R.  H.  Lindquist,  M.D. 

1974 

Steve  Larson 

Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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SOUTH  DAKOTA 


This  Is  Your 


Medical  Association 


H.  Phil  Gross,  M.D.  was  honored 
at  the  meeting  of  the  American 
International  Surgeons  held  in 
Caracus,  Venezuela. 

H.  Russell  Brown,  M.D.,  Water- 
town,  was  re-elected  to  the  Board 
of  Directors  of  Blue  Cross  of 
Western  Iowa  and  South  Dakota 
at  the  35th  annual  corporate 
meeting. 

% ;je 

The  University  of  South  Da- 
kota School  of  Medicine  Loans 
and  Scholarship  Committee  an- 
nounced that  David  Thomas, 
Hitchcock,  a freshman  at  the 
School,  was  chosen  as  the  1975 
recipient  of  the  South  Dakota 
State  Medical  Association  Schol- 
arship. 

5*C  5^ 

Robert  Shaskey,  M.D.,  Brook- 
ings, spoke  on  insulin  adminis- 
tration and  aspects  of  diabetes  as 
related  to  insulin  usage  at  the 
seminar  on  diabetes  held  at  the 
Brookings  hospital. 

^ ^ ^ 


John  S.  Tschetter,  M.D.,  Hu- 
ron, died  on  June  19,  at  age 
86.  Dr.  Tschetter  served  as 
mayor  of  Huron  for  eleven 
years  and  on  the  Huron  City 
Commission  for  seven  years. 
He  graduated  from  the  Chica- 
go College  of  Medicine  and 
Surgery  and  practiced  in  Hu- 
ron from  1918  until  his  retire- 
ment several  years  ago.  He  is 
survived  by  his  widow,  three 
sisters  and  two  brothers. 


The  Brookings  Clinic  announced 
the  association  of  Joseph  Prim- 
rose, M.D.  as  a general  surgeon. 
Dr.  Primrose  received  his  M.D. 
degree  from  the  University  of  Illi- 
nois in  1967.  He  interned  at 
Cook  County  Hospital,  Chicago, 
and  completed  a general  surgery 
residency  at  Detroit  General  Hos- 
pital, Wayne  State  University. 

* * * * 

William  F.  Dorsey,  M.D.  of  the 

Indian  Health  Service  Hospital 
at  Wagner,  was  inducted  into  the 
American  College  of  Obstetrics 
and  Gynecology  at  the  May  1975 
meeting  of  that  organization  in 
Boston.  Also  inducted  was  Thom- 
as Milroy,  M.D.,  Maternal  and 
Child  Welfare  Director  of  the 
Aberdeen  Area  Indian  Health 
Service. 

* * * * 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Robert  Hayes,  M.D.  has  resigned 
as  Secretary  of  the  State  Health 
Department,  effective  July  1,  to 
become  the  first  director  of  a new 
state  Physician  Extender  Pro- 
gram at  the  University  of  South 
Dakota  Medical  School. 

* * * * 

During  the  66th  convention  of 
the  South  Dakota  Elks  Associa- 
tion R.  E.  Van  Demark,  M.D., 
Sioux  Falls,  was  honored  for  his 
many  years  of  service  to  the  South 
Dakota  Elks  Crippled  Childrens 
Clinic. 

* * * * 

David  Smith,  M.D.  has  joined 
Dr.  A.  J.  Javurek  and  Dr.  Reuben 
Trinidad  of  Deadwood  in  the 
practice  of  medicine.  Dr.  Smith 
graduated  from  the  University  of 
Nebraska  Medical  School  and  re- 
cently completed  a year  of  fam- 
ily practice  residency  at  the  Uni- 
versity of  Nebraska  Hospital. 

5}c  5}s  sfc  sf: 


J.  R.  Westaby,  M.D.,  long  time 
Madison,  South  Dakota  physi- 
cian, died  on  June  16  at  age 
90.  Dr.  Westaby  received  his 
M.D.  degree  from  Rush  Med- 
ical College  in  1973  and  took 
his  internship  training  at  Al- 
bany Hospital.  He  was  an  hon- 
orary member  of  the  Madison- 
Brookings  District  Medical  So- 
ciety, the  South  Dakota  State 
Medical  Association  and  the 
American  Medical  Associa- 
tion. Dr.  Westaby  served  as 
president  of  the  State  Medical 
Association  in  1933-34. 
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PHYSICIAN  WANTED 

Small  University  community  in  south- 
eastern South  Dakota  urgently  needs 
FP/GP  or  Internist  to  serve  solo  or 
associate  with  established  group.  Op- 
portunity to  participate  in  clerkship 
program  with  USD  Medical  School. 
For  further  information  contact: 

D.  Garris,  Administrator 
Dakota  Hospital 
Vermillion,  SD  57069 
(605)  624-261 1 


WANTED  — MEDICAL  DIRECTOR 

Medical  Director  wanted  for  Maternal 
and  Child  Health,  Maternity  and  In- 
fants, and  Children  and  Youth  project 
in  Rapid  City,  South  Dakota.  New 
building,  new  multidisciplinary  staff. 
New  opportunity  in  beautiful  Black 
Hills. 

Direct  inquiry  to: 

Mrs.  Jean  Cory 

61  5 Kansas  City  Street 

Rapid  City,  SD  57701 


WABaum  Co.  Inc. 


TAYLOR 

SVBRON  CORPORATION 


Blood  Pressure  Units  and 

A Complete  Line  of  Repair  Parts 

Kreiser’s  Surgical,  Inc. 

21st  & Minnesota  219  Omaha  St. 
Sioux  Falls  Rapid  City 

Ph.  336-1155  Ph.  242-2773 


“SERVING  SOUTH  DAKOTA,  IOWA,  MINNESOTA  SINCE  1905” 
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SOUTH  DAKOTA 


President’s 

Page 


Already  in  progress  at  the  present  time  is  the  public  relations,  information,  and  educational  program  regard- 
ing the  malpractice  crisis  to  be  presented  to  the  people  of  South  Dakota,  who  are  the  consumers  of  our  health 
care.  Dr.  John  Barlow,  the  chairman  of  the  Commission  on  Communications,  and  the  members  of  his  Com- 
mission have  worked  long  and  hard  hours  to  develop  and  formulate  a plan  which  will  provide  a uniform  type 
of  educational  program  for  the  entire  state.  There  will  be  key  coordinators  in  each  of  the  districts  to  help 
promulgate  this  educational  program;  however,  it  will  require  and  necessitate  the  help  and  cooperation  of  all 
of  the  physicians  of  the  state  in  their  educational  program  with  their  own  patients  and  with  their  own  legislators. 

Before  one  can  begin  to  participate,  it  is  essential  that  he  be  totally  well  informed  of  the  type  of  program 
that  is  necessary  for  good  public  relations  information  and  that  he  be  totally  familiar  with  the  malpractice 
crisis  and  with  its  potential  long-range  problems  and  solutions.  In  order  to  do  this,  he  must  know  at  all  times 
what  has  been  accomplished  and  what  is  being  presented  by  the  South  Dakota  State  Medical  Association. 
While  it  is  impossible  to  accomplish  the  educational  task  without  the  physicians,  it  would  be  equally  poor 
to  have  physicians  presenting  different  kinds  of  information  to  our  people.  For  this  reason,  we  must  have  a 
consistent  program  outlined  in  all  areas  of  the  state.  If  we  are  less  than  consistent,  we  can  not  expect  our 
patients  to  understand  the  problem  as  it  really  exists.  We  must  present  our  problems  in  a rational,  unemo- 
tional, intellectual  way  and  rely  on  our  honesty  and  sincerity  to  convey  our  message  to  our  patients. 

At  any  time,  a telephone  call  to  the  South  Dakota  State  Medical  Association  will  bring  to  each  or  any 
physician  a complete  update  and  a complete  understanding  of  the  program  we  are  trying  to  accomplish  edu- 
cationally. 

The  plea  and  the  cry  once  more  is  for  unity,  sincerity,  and  a desire  for  the  ultimate  good  of  the  people  of 
our  state. 

Sincerely, 

G.  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Doctor, 

we  owe  you  money. 
Why? 


Because  your  claims  do  not  reach  us  until  an  average  of  29 
days  after  date  of  your  service.  After  that,  it  may  take 
us  a week  or  two  to  process  the  claim  and  make  payment. 

Upon  receipt  of  your  claim.  Blue  Shield's  average  processing 
time  is  7 days. 

Prompt  treatment  was  given  by  you.  Prompt  payment  can  be 
made  to  you,  or  to  your  patient,  if  you  will  send  us  the 
claim  on  the  day  you  last  give  service. 

Help  us  to  help  you.  We  owe  you  money. 


SOUTH  DAKOTA  BLUE  SHIELD 

71 1 North  Lake 
Sioux  Falls,  South  Dakota 
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SOUTH  DAKOTA 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


PRESIDENT  FRIESS  SPEAKS 

It  is  my  pleasure  to  become  your  state  president 
for  1975-76.  My  thanks  and  congratulations  go  to 
our  out-going  president,  Wenzel  Kovarik,  for  his 
year  in  office. 

With  the  greatly  increased  interest  and  activity  of 
our  state  chapter,  we  look  forward  to  an  expanding 
role  of  our  chapter  in  state  medical  activities. 

The  four  year  medical  school  beginning  this  year, 
with  its  emphasis  on  training  family  practitioners, 
gives  us  a great  opportunity  to  become  more  in- 
volved in  medical  education,  both  on  the  graduate 
and  post-graduate  level. 

We  are  in  a position  to  assist  interested  hospitals 
obtain  the  funds  necessary  for  developing  their  fam- 
ily practice  residency  programs.  To  provide  an  ade- 
quate number  of  family  practice  residency  positions 
for  interested  graduating  medical  students,  we  will 
need  two  more  programs  comparable  to  the  one  in 
Sioux  Falls.  We  will  also  need  financial  assistance 
from  our  state  legislature  to  enact  these  programs. 

We  look  forward  to  possibly  expanding  our  Black 
Hills  Seminar  and  the  continuation  of  our  winter 
educational  meeting  in  Sioux  Falls.  We  are  also 
planning  to  include  the  family  practice  residents  and 
representative  medical  students  in  some  committee 
work  on  the  state  level. 

Ii  is  of  the  utmost  importance  that  we  work  with 
the  State  Medical  Association  and  the  State  Hospital 
Association  in  obtaining  adequate,  reasonably  priced 
malpractice  insurance  for  all  physicians  in  the  state. 

With  these  activities  and  others  we  look  forward 
to  an  active  and  productive  year  for  the  South 
Dakota  AAFP.  Any  and  all  suggestions  and  help 
will  be  appreciated. 

Richard  W.  Friess,  M.D. 

President,  AAFP,  South  Dakota  Chapter 


Core  Content  Review — You  have  all  received  a mail- 
ing regarding  this  timely  continuing  education  pro- 
gram. Remember  that  the  registration  deadline  for 
the  1975-76  Core  Content  Review  is  September  5, 
1975.  Please  sign  up  now  if  you  have  not  done  so. 


L.  J.  Sweeney,  M.D.,  Director,  Sioux  Falls  Family 
Practice  Residency,  invites  all  family  physicians  who 
are  interested  in  teaching  residents  at  the  Family 
Practice  Center  in  Sioux  Falls  to  drop  him  a line 
informing  him  of  your  desires  to  spend  an  afternoon, 
on  rotation,  helping  with  this  educational  program. 
Write  to  him  at  1800  South  Summit  Avenue,  Sioux 
Falls,  SD  57105,  or  call  him  at  (605)  339-1783.  He 
can  use  your  help,  and  you  will  enjoy  the  stimulation 
of  teaching  residents. 


Members  of  the  South  Dakota  Academy  of  Family  Phy- 
sicians provided  a $1,000  scholarship  at  the  University  of 
South  Dakota  School  of  Medicine  to  junior  student,  Richard 
A.  Schmaltz,  Roscoe,  South  Dakota.  Presenting  the  check 
and  a certificate  is  Wenzel  Kovarik,  M.D.,  Rapid  City, 
SDAFP  president. 
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DISTINGUISHED  SERVICE  AWARD 

Started  in  1951 — T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 
(deceased) 

1954 —  J.  C.  Ohlmacher,  M.D..  Vermillion 
(deceased) 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen 
(deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 

1958 —  Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pang- 
burn  (deceased),  and  James  DeGeest,  Miller 

1958 — J.  F.  Brenckle,  M.D.,  Superior  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959 —  Walter  L.  Hard,  Ph.D.,  Vermillion 
1959— Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959 —  R.  M.  Kilgard,  M.D.,  Watertown 
(deceased) 

1960 —  L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 

1961 —  Gregg  M.  Evans,  Ph.D.,  Custer 

1962 —  Edwin  Shaw,  Ph.D.,  Vermillion 

1963 —  Arthur  A.  Lampert,  M.D.,  Rapid  City 

1964 —  John  C.  Foster,  Phoenix,  Arizona 

1965 —  A.  P.  Reding,  M.D.,  Marion 

1966 —  Mrs.  C.  Rodney  Stoltz,  Watertown 

1967 —  Mrs.  William  Fish,  Watertown 

1968 —  G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969 —  F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970 —  Paul  Bunker,  M.D.,  Aberdeen  (deceased) 

1971 —  E.  T.  Lietzke,  M.D.,  Beresford  (deceased) 

1972 —  C.  B.  McVay,  M.D.,  Yankton 

1973 —  G.  E.  Tracy,  M.D.,  Watertown 

1974 —  J.  A.  Muggly,  M.D.,  Madison 

1975 —  Harvey  Wollman,  Hitchcock 

COMMUNITY  SERVICE  AWARD 

1961 —  R.  A.  Buchanan,  M.D.,  Huron 

1962 —  Roland  F.  Hubner,  M.D.,  Yankton 

1963 —  George  W.  Mills,  M.D.,  Wall  (deceased) 

1964 —  John  C.  Hagin,  M.D.,  Miller  (deceased) 

1965 —  Alonzo  P.  Peeke,  M.D.,  Volga 

1966 —  Hugo  C.  Andre,  M.D.,  Vermillion  (deceased) 

1967 —  G.  Robert  Bartron,  M.D.,  Watertown 

1968 —  M.  M.  Morrissey,  M.D.,  Pierre  (deceased) 

1969 —  N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970 —  W.  H.  Saxton,  M.D.,  Huron 

1971 —  R.  E.  Van  Demark,  M.D.,  Sioux  Falls 

1972 —  R.  H.  Hayes,  M.D.,  Pierre 

1973 —  B.  F.  King,  Aberdeen  (deceased) 

1974 —  M.  C.  Tank,  M.D.,  Brookings 

1975 —  Karl  Wegner,  M.D.,  Sioux  Falls 


AESCULAPIUS  AWARD 

1966 — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968 — H.  Phil  Gross,  M.D.,  Sioux  Falls 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

R.  A.  Buchanan,  M.D.,  Huron 
Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 
J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn,  (deceased) 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls 

V.  W.  Embree,  M.D.,  Pierre  (deceased) 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Milbank 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller  (deceased) 

Lyle  Hare,  M.D.,  Spearfish 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hoyne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs  (deceased) 
J.  H.  Lloyd,  M.D.,  Mitchell 

P.  V.  McCarthy,  M.D.,  Aberdeen 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.D.,  Aberdeen  (deceased) 

T.  F.  O'Toole,  M.D.,  Rapid  City 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton  (deceased) 

M.  O.  Pemberton,  M.D.,  Deadwood  (deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  California 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

W.  H.  Saxton,  M.D.,  Huron 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Madison 

F.  J.  Tobin,  M.D.,  Mitchell  (deceased) 

J.  S.  Tschetter,  M.D.,  Huron  (deceased) 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 
(deceased) 


South  Dakota  State  Medical  Association  Roster  — 1975 
Membership  by  Districts 


ABERDEEN 
DISTRICT  No.  1 

Pres.,  P.  R.  Leon,  M.D.  Sec.,  Peter  Kamperschroer,  M.D. 


Altman,  S Aberdeen 

*Avotins,  R Faulkton 

Berg,  S Redfield 

*Bloemendaal,  G.J Ipswich 

Broadhurst,  K.  A Aberdeen 

Calene,  J.  L Aberdeen 

Chang,  Joe  P Aberdeen 

Chavier,  Juan  R Aberdeen 

Christopher,  John  .......  Aberdeen 

Driver,  I Aberdeen 

D’Souza,  E.  P Aberdeen 

Eckrich,  J.  A Aberdeen 

Eckrich,  J.  A.,  Jr Aberdeen 

Fahrenwald,  M Redfield 

Gerber,  B.  C Aberdeen 

*Graff,  L.  W Britton 


Hovland,  James  I Aberdeen 

Janusz,  A.  J Aberdeen 

Jowsey,  John  Aberdeen 

Kosse,  Karl  Aberdeen 

Leon,  Paul  Aberdeen 

^McCarthy,  P.  V Aberdeen 

McFee,  John  L Ipswich 

McGee,  Robert  C Aberdeen 

McIntosh,  G.  F Eureka 

Mestrich,  R.  K Aberdeen 

Murdy,  C.  B Aberdeen 

Norgello,  V Redfield 

Odland,  W.  B Aberdeen 

Patterson,  D Redfield 

Perry,  E.  J Aberdeen 


Rodine,  J.  C Aberdeen 

Rudolph,  E.  A Aberdeen 

Sanders,  M.  E Aberdeen 

Scheffel,  A Redfield 

Seaman,  David  . . Aberdeen 

Shinghal,  K Aberdeen 

Shinghal,  P Aberdeen 

Shousha,  Alfred Britton 

Steele,  G.  H Aberdeen 

Sweeny,  W.  T Aberdeen 

Taylor,  Wm.  R Aberdeen 

Vogele,  A.  C Aberdeen 

Vogele,  C.  L Aberdeen 

Zvejnieks,  Karlis  Aberdeen 


WATERTOWN 
DISTRICT  No.  2 

Pres.,  H.  D.  Hughes,  M.D.  Sec.,  J.  J.  Stransky,  M.D. 


Allen.  S 

. . Watertown 

*Gysin,  M.  W 

. . . Watertown 

Piro,  David  F 

. . . . Watertown 

Argabrite,  J.  W 

. . Watertown 

Hanson,  B . 

. . . Watertown 

Rittmann,  John  

Watertown 

Bartron,  G.  Robert  . . 

. . Watertown 

Heinrichs,  E.  H 

Watertown 

Rousseau,  David  . . . 

M.S. 

Bartron,  H.  J.,  Jr 

. . Watertown 

Heupel,  Alden  R.  . . . 

. . . Watertown 

Rousseau,  M.  C 

. . Watertown 

Brakss,  V 

Hughes,  H.  D 

. . . Clear  Lake 

Rud,  James  

...  Watertown 

Brown.  H.  Russell  . . . . 

. . Watertown 

*Huppler,  E.  G 

. . Watertown 

Stoltz,  C.  R 

. . . Watertown 

Clark,  C.  J 

. . Watertown 

Larson,  James  C.  . . . 

. . . Watertown 

Stransky,  J.  J 

. . Watertown 

Desai.  B.  J 

Watertown 

Meyer,  Robert 

. . Watertown 

Tracy,  G.  E 

...  Watertown 

Fedt,  D 

. . Watertown 

Michieli,  Jose  

Watertown 

Wrage,  T.  J.,  Jr 

Watertown 

Guddal,  W.  N 

. . Watertown 

Nelson,  P.  S 

. . . Watertown 

MADISON-BROOKINGS 
DISTRICT  No.  3 


Pres.,  J.  L. 

Reagan,  M.D. 

Sec.,  C.  M. 

Kershner,  M.D. 

Anderson,  J.  A 

Malhi,  D.  S 

Lake  Preston 

Scheller,  D.  L 

. . . . Arlington 

Belatti,  R 

Madison 

Malhi,  H 

Lake  Preston 

Shaskey,  R.  E 

. . . . Brookings 

Dawson,  John  B 

. . . . Brookings 

Muggly,  J.  A 

* Sherwood,  C.  E.  ... 

Madison 

Francisco,  E 

Estelline 

Nanson,  J 

Brookings 

Stensrud,  H.  J 

Franckowiak,  John  J. 

. . . . Brookings 

Otey,  B.  T 

. . Flandreau 

Tank,  M 

...  Brookings 

Friefeld,  S 

. . . Brookings 

Patt,  W.  H 

Tesch.  R 

Henry,  Robert  

. . . Brookings 

Peeke,  A.  P 

Volga 

Wait,  C 

. Brookings 

Klar,  W 

. . . . Flandreau 

Plowman,  E.  T 

. . Brookings 

*Whitson,  G.  E 

Madison 

Lampert,  A.  A.,  Jr.  . 

Madison 

Reagan,  J.  J 

* Wold,  H.  R 

Madison 

Lushbough,  B.  C.  . . . 

. . . Brookings 

Roberts,  C.  S.,  Jr 

PIERRE 

DISTRICT  No.  4 

Pres.,  C.  L. 

Swanson,  M.D. 

Sec.,  J.  T.  Cowan,  MD 

Askwig,  L.  C 

Horthy,  K 

Swanson,  C.  L 

Collins,  E.  H 

. . . Gettysburg 

Jahraus,  R.  C 

Pierre 

Tieszen,  A.  J 

Cosand.  M 

Lindbloom.  B.  0 

Pierre 

Werthman,  H.  E.  ... 

Pierre 

Cowan,  J.  T 

Owens,  R.  J 

Westaby,  R.  S 

Pierre 

*Fox,  S.  W 

Florida 

Park,  Dai  H 

Pierre 

Zakahi,  R.  J 

Pierre 

Hayes,  R.  H 

Pierre 

Spears,  B 

HURON 

DISTRICT  No.  5 

Pres.,  William  Hanson,  M.D. 

Sec.,  Emil  Hofer,  M.D. 

Adams,  H.  P 

Hanson,  Wm.  O 

Huron 

Lardinois,  C.  C 

Huron 

Bell,  G.  Robert  .... 

Hofer,  E.  A 

Leigh,  F.  D 

Buchanan,  D 

Hohm,  P 

Lenz,  B.  T 

Huron 

Buchanan,  R.  A.  ... 

Huron 

Hohm,  T 

Monfore,  James  . . . 

Miller 

Dean,  Roscoe  

Wess.  Springs 

Huet,  G.  M 

Saxton,  W.  H 

DeGeest,  J.  H 

Miller 

Joseph,  E 

Huron 

Saylor,  H.  L.,  Jr 

Gryte,  C.  F 

Karlen,  L.  W . 

. . . . DeSmet 

Tschetter,  P.  S.  
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MITCHELL 
DISTRICT  No.  6 

Pres.,  C.  D.  Monson.  M.D.  Sec.,  V.  R.  Vonburg,  M.D. 


Berry,  J.  T Mitchell 

Binder,  C.  F Chamberlain 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

Gere,  R.  G Mitchell 

Gillis,  F.  D Mitchell 

Hockett,  Richard Mitchell 

Holland,  L.  W Chamberlain 


Judge,  J.  O Mitchell 

Lewis,  H.  R Mitchell 

*Lloyd,  J.  H Mitchell 

Mabee.  J.  O Mitchell 

Mabee,  O.  J Mitchell 

McCann,  J.  P Parkston 

Moller,  C Mitchell 

Monson,  C.  D Parkston 


Mueller,  E.  H Tripp 

Murphy,  John  T Mitchell 

Schabauer,  E.  A Mitchell 

Skogmo,  B.  R Mitchell 

Tobin,  L.  W Mitchell 

Vonburg,  V.  R Mitchell 

Vose,  J.  L Mitchell 

Weatherill,  D.  W Mitchell 


Pres.,  W.  O.  Rossing,  M.D. 


Alcorn,  F.  A Sioux  Falls 

Alvine,  F.  G Sioux  Falls 

Amundson,  Loren  ...  Sioux  Falls 

Anderson,  C Maryland 

Anderson,  T.  R Sioux  Falls 

Anderson,  W.  R Sioux  Falls 

Angelos,  T Canton 

Arneson,  W.  A Sioux  Falls 

Aspaas,  P.  K Dell  Rapids 

Barlow,  J.  F Sioux  Falls 

Barnett,  G.  L Sioux  Falls 

Begley,  B.  J Sioux  Falls 

Benson,  G Sioux  Falls 

Billion,  J.  J Sioux  Falls 

Billion,  T.  J.,  Jr Sioux  Falls 

Boade,  W.  A Sioux  Falls 

Breit,  D.  H Sioux  Falls 

Brzica,  S.  M Sioux  Falls 

Burns,  E.  A Sioux  Falls 

Burns,  K Sioux  Falls 

*Carney,  M Texas 

Chalmers,  J.  H Sioux  Falls 

Church,  W.  G Sioux  Falls 

*Cottam,  G.  I.  W Sioux  Falls 

Cutshall,  V.  H Sioux  Falls 

Cutshall,  V.  K Sioux  Falls 

Daw,  E.  F Sioux  Falls 

DeClark,  R.  P Sioux  Falls 

de  Marco,  Lynn  Sioux  Falls 

Devick,  J.  C Colton 

Donahoe,  J.  W Sioux  Falls 

Donahoe,  R.  R Sioux  Falls 

* Donahoe,  W.  E Soiux  Falls 

*Eirinberg,  I Sioux  Falls 

Ensberg,  D Sioux  Falls 

Entwistle,  F.  R Sioux  Falls 

Epp,  D Freeman 

Farkas,  E.  C Sioux  Falls 

Farrell,  H.  W Sioux  Falls 

Felker,  James  Sioux  Falls 

Ferrell,  M.  R Sioux  Falls 

Finney,  L.  W. Sioux  Falls 

Fisk,  R.  G Dell  Rapids 

Flora,  G.  C Sioux  Falls 

Friess,  R.  W Sioux  Falls 

Frost,  D.  M Sioux  Falls 

Giebink,  R.  R Sioux  Falls 


SIOUX  FALLS 
DISTRICT  No.  7 

Sec.,  D.  Lang,  M.D. 


Goelzer,  M Sioux  Falls 

Greenfield,  D.  L Sioux  Falls 

Greenfield,  R.  E Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

Gross,  H.  Phil  Sioux  Falls 

Groote,  C Sioux  Falls 

*Grove,  M.  S Sioux  Falls 

Gunnarson,  R.  E Sioux  Falls 

Hansen,  H.  F Sioux  Falls 

Hartzell,  A Sioux  Falls 

1 Henry,  T Sioux  Falls 

Hermanson,  J.  M.  . . Valley  Springs 

Hosen,  R.  S Sioux  Falls 

Hoskins,  J.  H Sioux  Falls 

Hoskins,  John  Sioux  Falls 

Hyland,  L Sioux  Falls 

Janis,  J.  B Sioux  Falls 

Jaqua,  R.  A Sioux  Falls 

Johnson,  D.  L Sioux  Falls 

Jones,  W.  L Sioux  Falls 

Kaufman,  I.  1 Freeman 

Kemp,  E Sioux  Falls 

Kemper,  C.  E Viborg 

Kennelly,  Daniel  Sioux  Falls 

King,  L.  M Sioux  Falls 

Kittelson,  H O Sioux  Falls 

Kohlmeyer,  F.  C Sioux  Falls 

Koob,  K Sioux  Falls 

Lakstigala,  P Sioux  Falls 

Lang,  Durward Sioux  Falls 

Larson,  Leland  J Sioux  Falls 

Leander,  R.  B Sioux  Falls 

Lee,  S.  G Sioux  Falls 

Leraan,  L.  G Sioux  Falls 

Looby,  T Sioux  Falls 

Maresh,  E.  R Sioux  Falls 

Mobley,  J Sioux  Falls 

Munson,  D Sioux  Falls 

Mutch,  M.  G Sioux  Falls 

McDonald,  C.  J Sioux  Falls 

McGreevy,  E.  J Sioux  Falls 

McGreevy,  J.  V Sioux  Falls 

McGreevy,  P S Sioux  Falls 

McHardy,  B.  R Sioux  Falls 

McManus,  T.  B Sioux  Falls 

Naughton,  G Sioux  Falls 

Nelson,  Earl  Viborg 


Treas.,  Guy  Tam,  M.D. 


Nelson,  R.  E Sioux  Falls 

Nice,  Richard Sioux  Falls 

O’Brien,  P Sioux  Falls 

Ochsner,  J.  A Sioux  Falls 

Ogborn,  R.  J Sioux  Falls 

Opheim,  W.  L Sioux  Falls 

Orr,  R.  T Sioux  Falls 

Ortmeier,  Denny Sioux  Falls 

Pasek.  E.  A Sioux  Falls 

Peik,  D.  J Sioux  Falls 

Petereit,  M.  F Sioux  Falls 

Peters,  E.  H Sioux  Falls 

Petres,  A Salem 

Pitt-Hart,  Barry  T Sioux  Falls 

tPutnam,  W Sioux  Falls 

Quinn,  R.  H Sioux  Falls 

Reagan,  P.  R Sioux  Falls 

Regier,  E Canton 

IRies,  D Sioux  Falls 

Rossing,  W.  O Sioux  Falls 

Rost,  M Sioux  Falls 

Salmon,  Don Washington 

Sanchez,  G Sioux  Falls 

Sanderson,  E.  W Sioux  Falls 

Schultz,  R.  D Sioux  Falls 

*Sercl,  W Sioux  Falls 

Shreves,  H Sioux  Falls 

Sittner,  Larry  Sioux  Falls 

Smith,  G Sioux  Falls 

*Stahmann,  F Sioux  Falls 

*Steiner,  P.  K Sioux  Falls. 

Stern,  C.  A California 

Swanson,  P Sioux  Falls 

Sweeney,  L.  J Sioux  Falls 

Tam,  Guy Sioux  Falls 

Tschetter,  L.  K.  ......  Sioux  Falls 

Tschetter,  R.  T Sioux  Falls 

Van  Demark,  R E Sioux  Falls 

Villa,  Jose  Freeman 

Volin,  V.  V.  . . Sioux  Falls 

Wagner,  Loyd  Sioux  Falls 

Waltner,  Lonnie  Bridgewater 

Walton,  J.  E Sioux  Falls 

Wegner,  K.  H Sioux  Falls 

Wierda,  D.  R Sioux  Falls 

Williams,  B.  J Sioux  Falls 

Zandersons,  V Parker 


Pres.,  D.  R.  Holzwarth,  M.D. 

Alonzo,  Leoncio  Yankton 

Auld,  M.  A Yankton 

Brookman,  B.  T Wagner 

Bulatao,  A Yankton 

Fletcher,  H Vermillion 

Foley,  R.  J Tyndall 

Halverson,  K Yankton 

Held,  G Yankton 

Herbrandson,  C.  R Vermillion 

*Hill,  J.  F Yankton 

Hollerman,  Chas Yankton 

Holzwarth,  D.  R Yankton 

Honke,  R.  W Wagner 

Hubner,  J Yankton 

Hubner,  R.  F Yankton 

Jackson,  J.  K Yankton 


YANKTON 
DISTRICT  No.  8 

Sec.,  Gordon  Held,  M.D. 


Jameson,  G.  M Yankton 

Johnson,  C.  F Yankton 

Johnson,  T.  C Yankton 

Kalda,  E.  F Platte 

I.esher,  R Yankton 

Lee,  K.  J Yankton 

Lyso,  M Yankton 

McVay,  C.  B Yankton 

Messner,  F Yankton 

Moore,  E.  J Vermillion 

Porter,  Richard  I Yankton 

Price.  Ronald  Armour 

Quick,  Wm Yankton 

Radack,  Morris Yankton 

Ramos.  M Scotland 

Ranney,  B Yankton 


Treas.,  H.  J.  Fletcher,  M.D. 


Reaney,  D.  B Yankton 

Reding,  A.  P Marion 

Reisberg,  E Yankton 

Saloum,  H Tyndall 

Saoi,  N.  B Yankton 

Sattler,  T.  H Yankton 

Savage,  L Yankton 

Sebring,  F.  U Vermillion 

Stanage,  W.  F Yankton 

Steele,  J.  P Yankton 

Stephenson,  D.  R Yankton 

Thompson,  R.  F Yankton 

Thornton,  R.  R Yankton 

Tidd,  J.  T Yankton 

Turner,  C.  R Vermillion 

Willcockson,  T.  H Yankton 
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BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  Helen  Hare,  M.D.  Sec.,  A.  J.  Barrett,  M.D. 


Ahrlin,  H.  1 

. . . . Rapid  City 

Gilbert,  F.  J 

Ft.  Meade 

Massa,  L.  1 

Sturgis 

Allen,  Bruce  

. . . . Rapid  City 

Golliher,  W.  N 

. . Spearfish 

Mattson,  W 

. . . Rapid  City 

Anderson,  A.  B. 

Lead 

Gwinn,  C.  B 

Rapid  City 

Mead,  T 

Spearfish 

Arnold,  G.  H. 

. . . . Rapid  City 

Haas,  S 

Rapid  City 

Medeck,  M.  1 

Sturgis 

Bailey,  1 D 

Rapid  City 

Hamm.  Joseph  

....  Sturgis 

Merryman,  M.  P.  . . 

. . . Rapid  City 

Bareis,  R.  J 

Rapid  City 

Hare,  H.  J 

Rapid  City 

Meyers,  W. 

Hot  Springs 

Barrett,  A.  J 

. . . . Rapid  City 

* Hare,  Lyle 

. . Spearfish 

Millea,  R.  P 

Behrens,  C.  L 

. . . . Rapid  City 

Harris,  R.  H 

Rapid  City 

Munson,  H.  B 

. . . Rapid  City 

Berkebile,  Dale  . . . . 

. . . . Rapid  City 

Haugan,  H.  0 

Rapid  City 

*OToole,  T.  F.  ... 

. . . Rapid  City 

Blake,  Charles  A.  . . 

. . . . Rapid  City 

Heidepreim,  G 

Rapid  City 

Owen,  G.  S 

. . . Rapid  City 

Bloemendaal,  R D. 

. . . . Rapid  City 

Hercules,  C 

Rapid  City 

Palmerton,  F,.  S.  . . 

. . . Rapid  City 

Blunck,  C.  J 

. . Rapid  City 

Hewitt,  J.  M 

Rapid  City 

Perry,  Wm 

. . . . Ft.  Meade 

*Borgmeyer,  H.  J. 

. . . . Rapid  City 

Jacobson,  T.  R 

Hot  Springs 

*Radusch,  F.  J.  ... 

....  California 

Boyce,  R.  A 

. . . . Rapid  City 

James,  E 

Rapid  City 

Reinoehl,  W.  . 

. Custer 

Boyer,  D.  W 

. . . . Rapid  City 

Janss,  Gerti  

Rapid  City 

Rosenfeld,  F 

Hill  City 

Branch,  Robert  . . . . 

. . . . Rapid  City 

Janss,  Wm 

Rapid  City 

Ruud.  E.  T 

. . . Hot  Springs 

Bray.  R.  B 

Rapid  City 

Javurek,  A.  J 

. Dead  wood 

Sabow,  J.  D 

Rapid  City 

Brown,  Michael  . . . 

Spearfish 

Jerde,  O.  M 

Rapid  City 

*Salladay,  1.  R 

. . . . Ft.  Meade 

Burnap,  D.  W 

....  Rapid  City 

Johnson,  Robert  K 

Rapid  City 

*Saxton.  A.  1 

Kansas 

Burnett,  R 

. . . . Rapid  City 

Jones,  W.  E 

....  Sturgis 

Sejvar,  J.  P 

St.  Paul 

Cameron,  I)  E.  . . 

. . . . Rapid  City 

*Kegaries,  D.  I 

Rapid  City 

Shining,  H.  S 

. Rapid  City 

Carson,  1 . E 

Lead 

Kelley,  D.  H 

Rapid  City 

Slingsby,  J.  B 

. . Rapid  City 

*(  lark.  B.  S 

Spearfish 

Kovarik.  J.  A 

Rapid  City 

Smart,  E 

Belle  Fourche 

Cline,  J.  A 

North  Carolina 

Kovarik,  R.  A 

Rapid  City 

Smith.  David  

Deadwood 

Cornford,  R.  C.  ... 

....  Rapid  City 

Kovarik,  W.  J 

Rapid  City 

Strand,  R.  D 

. . Rapid  City 

Dewald,  A 

. . . Rapid  City 

Kunz,  J.  A 

Rapid  City 

Swisher,  L.  P 

Kadoka 

Dulaney,  C.  H.  . . . 

....  Ft.  Meade 

Kwan,  F.  P 

Rapid  City 

Tesar,  C.  E 

Rapid  City 

Dyer,  1.1. 

Hot  Springs 

Lampert,  A.  A 

Rapid  City 

Theissen,  11  H.  . 

Rapid  City 

Dzintars,  P.  F 

. . . . Rapid  City 

Langenfeld,  M.  G 

. . Spearfish 

Trinidad,  R 

...  Deadwood 

Elston,  J.  T 

. . . . Rapid  City 

Loos,  C 

Rapid  City 

Whitney,  N.  R 

. . Rapid  City 

Ferrell.  R 

Rapid  City 

Lopez,  A 

Hot  Springs 

Williams,  F.  R 

Rapid  City 

Finley,  R.  C 

...  Rapid  City 

Lowe,  H 

....  Custer 

Wood,  G.  F 

Rapid  City 

Freimark,  L.  G.  . . . 

Rapid  City 

McDonald.  1 

Rapid  City 

Yackley,  1.  V 

Rapid  City 

Fromm.  H.  E 

. . Rapid  City 

Mangulis,  G 

Philip 

Yamada,  A 

. . Rapid  City 

Frost,  H.  I 

. . . . Rapid  City 

Mattox,  J.  E 

Deadwood 

Zanka,  J.  A 

Rapid  City 

ROSEBUD 

DISTRICT  No.  10 

Sec.,  R.  G.  Nemer,  M.D. 

Nemer.  R.  G 

Gregory 

Stiehl.  R 

. . . . Winner 

Verma,  K 

Gregory 

Sweet,  E.  P 

Burke 

NORTHWEST 

DISTRICT  No.  1 1 

Pres.,  R.  R. 

Lawrence,  M.D. 

Sec.,  L.  M 

. Linde,  M.D. 

Collins,  J.  D 

Hoven 

*No!at,  B.  P.  . 

. . Mobridge 

Peterson,  Jeffrey  . . 

Mobridge 

Johnson,  C.  A 

Lemmon 

Pelton,  Charles  

. Gettysburg 

Ryan,  J.  E 

Mobridge 

Lawrence,  R.  R.  . . 

Mobridge 

*Spiry,  A.  W 

Mobridge 

Linde,  Leonard  . . . 

Mobridge 

Torkildson,  G.  ... 

....  Wisconsin 

WHETSTONE  VALLEY 

DISTRICT  No.  12 

Pres.,  V. 

Janavs,  M.D. 

Sec.,  E.  A. 

Johnson,  M.D. 

Batt,  E.  J 

Sisseton 

Gregory,  D.  A 

. . . Milbank 

Loverinc,  J 

Sisseton 

Bell,  Eldon  

Webster 

Janavs,  V 

. . . Milbank 

Nelson,  1 . F 

Webster 

*Brinkman,  W.  C.  . 

Sisseton 

Johnson,  E.  A 

. . . Milbank 

Vogelgesang,  1 C. 

Webster 

Buentipo,  B 

Milbank 

Kass,  Joseph  

Rosholt 

M.S. — Indicates  Military  Service 
* — Indicates  Honorary  Membership 
t — Resident 
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Adams,  H.  P Huron 

Ahrlin,  H.  L Rapid  City 

Alcorn,  F.  A Sioux  Falls 

Allen,  Bruce  Rapid  City 

Allen,  S.  W Watertown 

Altman,  S Aberdeen 

Alonzo,  L Yankton 

Alvine,  F.  G Sioux  Falls 

Amundson,  Loren  Sioux  Falls 

Anderson,  A.  B Lead 

Anderson,  C.  Wm Maryland 

Anderson,  J.  A Madison 

Anderson.  T.  R Sioux  Falls 

Anderson,  W.  R Sioux  Falls 

Angelos,  T Canton 

Argabrite,  J.  W Watertown 

Arneson,  W.  A Sioux  Falls 

Arnold,  G.  H Rapid  City 

Askwig,  L.  C Pierre 

Aspaas,  P.  K Dell  Rapids 

Auld,  M.  A Yankton 

*Avotins,  R Faulkton 

Bailey,  J.  D Rapid  City 

Bareis,  R.  J Rapid  City 

Barlow,  J.  F Sioux  Falls 

Barnett,  G.  L Sioux  Falls 

Barrett,  A.  J Rapid  City 

Bartron,  G.  R Watertown 

Bartron,  H.  J„  Jr Watertown 

Batt,  E.  J Sisseton 

Begley,  B.  J Sioux  Falls 

Behrens,  C.  L Rapid  City 

Belatti,  R Madison 

Bell,  Eldon  Webster 

Bell,  G.  Robert  DeSmet 

Benson,  G Sioux  Falls 

Berg,  S Redfield 

Berkebile,  D Rapid  City 

Berry,  J.  T Mitchell 

Billion,  J.  J Sioux  Falls 

Billion,  T.  J.,  Jr Sioux  Falls 

Binder,  C.  F Chamberlain 

Blake,  C.  A Rapid  City 

*Bloemendaal,  G.  J Ipswich 

Bloemendaal,  R.  D Rapid  City 

Blunck,  C.  F Rapid  City 

Boade,  W.  E Sioux  Falls 

*Borgmeyer,  H.  J Rapid  City 

Boyce.  R.  A Rapid  City 

Boyer,  D Rapid  City 

Brakss,  V Watertown 

Branch,  R Rapid  City 

*Bray,  R.  B Rapid  City 

Breit,  D.  H Sioux  Falls 

*Brinkman.  W.  C Sisseton 

Broadhurst,  K.  A Aberdeen 

Brookman,  B T Wagner 

Brown.  H.  R Watertown 

Brown,  M Spearfish 

Brzica,  S.  M Sioux  Falls 

Buchanan,  D Huron 

Buchanan,  R.  A Huron 

Buentipo,  B Milbank 

Bulatao,  A Yankton 

Burns,  E.  A Sioux  Falls 

Burns,  K.  R Sioux  Falls 

Burnap,  D.  W Rapid  City 

Burnett,  R Rapid  City 

Calene,  J.  I Aberdeen 

Cameron,  D.  E Rapid  City 

*Carney,  M Ft.  Worth,  Texas 

Carson,  L.  E Lead 

Chalmers,  J.  H Sioux  Falls 

Chang,  J.  P Aberdeen 

Chavier,  Juan  Aberdeen 

Christopher,  John  Aberdeen 

Church,  Bill  G Sioux  Falls 

*Clark,  B.  S Spearfish 

Clark,  C.  J Watertown 

Cline,  J.  A North  Carolina 

Collins,  E.  H Gettysburg 

Collins,  James Hoven 


Cornford,  R.  C Rapid  City 

Cosand,  M.  R Pierre 

*Cottam,  G.  I.  W Sioux  Falls 

Cowan,  J.  T Pierre 

Cutshall,  V.  H Sioux  Falls 

Cutshall,  V.  K Sioux  Falls 

Daw,  E.  F Sioux  Falls 

Dawson,  J Brookings 

Dean,  Roscoe  Wess.  Springs 

DeClark,  R.  P Sioux  Falls 

De  Geest,  J.  H Miller 

Delaney,  R.  J Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

de  Marco,  Lynn  Sioux  Falls 

Desai,  B.  J Watertown 

Devick,  J.  S Colton 

Dewald,  A Rapid  City 

Donahoe,  J.  W Sioux  Falls 

Donahoe,  R.  R Sioux  Falls 

*Donahoe,  W.  E Sioux  Falls 

Driver,  I.  E Aberdeen 

D'Souza,  E.  P Aberdeen 

Dulaney,  C.  H Ft.  Meade 

Dyer,  J.  L Hot  Springs 

Dzintars,  P.  F Rapid  City 

Eckrich,  J.  A Aberdeen 

Eckrich.  J.  A.,  Jr Aberdeen 

*Eirinberg,  I Sioux  Falls 

Elston,  J.  T Rapid  City 

Ensberg,  D.  L Sioux  Falls 

Entwistle,  F.  R Sioux  Falls 

Epp,  D.  L Freeman 

Fahrenwald,  M Redfield 

Farkas,  E.  C Sioux  Falls 

Farrell,  H.  W Sioux  Falls 

Fedt,  Donald  Watertown 

Felker,  J Sioux  Falls 

Ferrell,  M.  R Sioux  Falls 

Ferrell,  R Rapid  City 

Finley,  R.  C Rapid  City 

Finney,  L Sioux  Falls 

Fisk,  R.  G Dell  Rapids 

Fletcher,  H Vermillion 

Flora,  G Sioux  Falls 

Foley,  R.  J Tyndall 

*Fox,  S.  W Florida 

Francisco,  E Estelline 

Franckowiak,  J Brookings 

Freimark,  L Rapid  City 

Friefeld,  S Brookings 

Friess,  R.  W Sioux  Falls 

Fromm,  H.  E Rapid  City 

Frost,  D.  M Sioux  Falls 

Frost,  H.  L Rapid  City 

Gerber,  B.  C Aberdeen 

Gere,  R.  G Mitchell 

Giebink,  R.  R Sioux  Falls 

Gilbert,  F.  J Ft.  Meade 

Gillis,  F.  D Mitchell 

Goelzer,  M Sioux  Falls 

Golliher,  W.  N Spearfish 

*Graff,  L.  W Britton 

Greenfield,  D.  L Sioux  Falls 

Greenfield,  R.  E Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

Gregory.  D.  A Milbank 

Gross,  H.  Phil  Sioux  Falls 

Groote,  C Sioux  Falls 

*Grove,  M.  S Sioux  Falls 

Gryte,  C.  F Huron 

Guddal,  W.  N Watertown 

Gunnarson,  R.  E Sioux  Falls 

Gwinn,  C.  B Rapid  City 

*Gysin,  Walter  Watertown 

Haas,  Stephen  Rapid  City 

Halverson,  K Yankton 

Hamm,  Joseph Deadwood 

Hansen.  H.  F Sioux  Falls 

Hanson,  B Watertown 

Hanson,  W.  O Huron 

Hare,  H.  J Rapid  City 


*Hare,  Lyle  

Spearfish 

Harris,  Russell  

Rapid  City 

Hartzell,  A 

. . . Sioux  Falls 

Haugan,  H.  O 

. . . Rapid  City 

Hayes,  R.  H 

Pierre 

Heinrichs,  E.  H.  ... 

. . . . Watertown 

Held  G 

Yankton 

Henry,  Robert 

tHenry,  T 

. . . Sioux  Falls 

Herbrandson,  C.  R. 

. . . . Vermillion 

Hercules,  C 

. . . Rapid  City 

Hermanson,  J.  M.  . . 

Valley  Springs 

Heupel,  Alden  R.  . 

. . . . Watertown 

Hewitt,  J.  M 

* Hill,  J.  F 

Yankton 

Hockett,  R.  D 

Hofer,  E.  A 

Huron 

Hohm,  Paul  

Huron 

Hohrn,  Theo 

Holland,  L.  W 

. . Chamberlain 

Hollerman,  Chas.  . . 

Yankton 

Holzwarth,  D.  R.  . . 

Yankton 

Honke,  R.  W 

Wagner 

Horthy,  K 

Hosen,  R.  S 

. . . Sioux  Falls 

Hoskins,  J.  H 

. . . Sioux  Falls 

Hoskins,  John 

. . . Sioux  Falls 

Hovland,  James  I.  . . 

Hubner,  J 

Yankton 

Hubner,  R.  F 

Yankton 

Huet,  G.  M 

Hughes,  H.  D 

. . . Clear  Lake 

*Huppler,  E.  G.  ... 

. . . . Watertown 

Hyland,  L 

. . . Sioux  Falls 

Jackson,  J.  K 

Yankton 

Jacobson,  T.  R 

Hot  Springs 

Jahraus,  R.  C 

Pierre 

James,  E 

Rapid  City 

Jameson,  G.  M.  ... 

Yankton 

Janavs,  V 

Milbank 

Janis,  J.  B 

. . . Sioux  Falls 

Janss,  Gerti 

. . . Rapid  City 

Janss,  Wm 

. . . Rapid  City 

Janusz,  A.  J 

Aberdeen 

Jaqua,  R.  A 

. . . Sioux  Falls 

Javurek,  A 

. . . . Deadwood 

Jerde,  O.  M 

. . . Rapid  City 

Johnson,  C.  A 

Lemmon 

Johnson,  C.  F 

Yankton 

Johnson,  D.  L 

. . . Sioux  Falls 

Johnson,  E.  A 

Johnson,  Robert  . . . . 

. . . Rapid  City 

Johnson,  T.  C 

Yankton 

Jones,  W.  E 

Jones,  W.  L 

. . . Sioux  Falls 

Joseph,  E 

lowsev.  .1 

Aberdeen 

Judge,  J.  O 

Judge,  W.  T 

Milbank 

Kalda,  E.  F 

Platte 

Karlen,  L.  W 

DeSmet 

Kass,  Joseph  

Rosholt 

Kaufman,  1.  I 

*Kegaries,  D.  L 

. . . Rapid  City 

Kelley,  D.  H 

. . Rapid  City 

Kemp,  E 

. . . Sioux  Falls 

Kemper,  C.  E 

Viborg 

Kennedy,  D 

. . . Sioux  Falls 

Kershner,  C.  M 

....  Brookings 

Kine.  L.,  Jr 

Kittelson,  H.  O 

. . . Sioux  Falls 

Klar,  W 

Kohlmeyer,  F.  C.  . . . 

. . . Sioux  Falls 

Koob,  K 

Kosse,  Karl  

Kovarik,  J.  A 

. . . Rapid  City 

Kovarik,  R.  A 

. . . Rapid  City 

Kovarik,  W.  J 

. . . Rapid  City 

Kunz,  J.  A 

. . . Rapid  City 

Kwan,  F.  P 

. . . Rapid  City 

Lakstigala,  Peter  . . . 
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Lampert,  A.  A.  ... 

. . . . Rapid  City 

Lampert,  A.  A.  Jr.  . 

Madison 

Lang,  Durward  . . . . 

. . . Sioux  Falls 

Langenfeld,  M.  G.  . 

Spearfish 

Lardinois,  C.  C.  ... 

Larson,  J.  C 

. . . . Watertown 

Larson,  Leland  J.  . . 

. . . Sioux  Falls 

Lawrence,  R.  R. 

Mobridge 

Leander,  R.  B 

. . . Sioux  Falls 

Lee,  K.  J 

Yankton 

Lee.  S.  G 

. . . Sioux  Falls 

Leigh,  F.  D 

Huron 

Lenz,  B.  T 

Huron 

Leon,  Paul  

Leraan,  L.  G 

Lesher,  R 

Yankton 

Lewis,  H.  R 

Mitchell 

Lindbloom,  B.  O.  . . 

Pierre 

Linde,  Leonard  .... 

Mobridge 

*Lloyd,  J.  H 

Mitchell 

Looby,  T 

Loos,  C.  M 

. . . Rapid  City 

Lopez,  A 

. . . Hot  Springs 

Lovering,  J 

Lowe,  H 

Lushbough,  B.  C.  . . . 

. . Brookings 

Lyso,  M 

Yankton 

Mabee,  J.  O 

Mitchell 

Mabee,  0.  J 

Malhi,  D.  S 

. Lake  Preston 

Malhi,  H 

. Lake  Preston 

Mangulis,  G 

Philip 

Maresh,  E.  R 

. . . Sioux  Falls 

Massa,  L.  L 

Mattox,  J.  E 

. . . . Deadwood 

Mattson,  W 

. . . Rapid  City 

McCann,  J.  P 

Parkston 

*McCarthy,  P.  V.  . . 

McDonald,  C.  J.  . . . 

. . . Sioux  Falls 

McDonald,  J 

McFee,  John  

Ipswich 

McGee,  R 

Aberdeen 

McGreevy,  E.  J.  . . . 

. . . Sioux  Falls 

McGreevy,  J.  V.  . . . 

. . . Sioux  Falls 

McGreevy,  P S.  ... 

. . . Sioux  Falls 

McHardy,  B.  R.  . . . 

. . . Sioux  Falls 

McIntosh,  G.  F.  ... 

Eureka 

McManus,  T.  B.  ... 

. . . Sioux  Falls 

McVay,  C.  B 

Yankton 

Mead,  T 

Spearfish 

Medeck,  M.  J 

Merryman,  M.  P.  . . . 

. . . Rapid  City 

Messner,  F 

Yankton 

Mestrich,  R.  K 

....  Aberdeen 

Meyer,  R 

. . . Watertown 

Meyers,  W 

. . Hot  Springs 

Michieli.  Jose  

. . . Watertown 

Millea,  R.  P 

. . Rapid  City 

Mobley,  1 

. . . Sioux  Falls 

Moller,  C 

Nebraska 

Monfore,  James  . . . . 

Miller 

Monson,  C.  D 

Moore,  E.  J 

. . . Vermillion 

Mueller,  E.  H 

Tripp 

Muggly,  J.  A 

Madison 

Munson.  D 

. . . Sioux  Falls 

Munson,  H.  B 

. . . Rapid  City 

Murdy,  C.  B 

....  Aberdeen 

Murphy.  J.  T 

Mutch,  M.  G 

. . . Sioux  Falls 

Nanson.  J 

. . . . Brookings 

Naughton,  G 

. . . Sioux  Falls 

Nelson,  Earl  

Viborg 

Nelson,  L.  F 

Webster 

Nelson.  P.  S 

. . . Watertown 

Nelson,  R.  E 

. . Sioux  Falls 

Nemer,  R.  G 

Gregory 

Nice,  R 

. . Sioux  Falls 

*Nolan,  B.  P 

....  Mobridge 

Norgello,  V 

Redfield 

O'Brien.  P 

M.S. — Indicates  Military  Service 
* — Indicates  Honorary  Membership 
t — Resident 


Ochsner,  I.  A Sioux  Falls 

Odland,  W Aberdeen 

Ogborn,  R.  J Sioux  Falls 

Opheim,  W.  L Sioux  Falls 

Orr,  R.  T Sioux  Falls 

Ortmeier.  D Sioux  Falls 

Otey,  B.  T Flandreau 

*0'Toole,  T.  F Rapid  City 

Owen,  G.  S Rapid  City 

Owens,  R.  J Pierre 

Palmerton.  E.  S Rapid  City 

Park,  Dai  H Pierre 

Pasek,  E.  A Sioux  Falls 

Patt,  W.  H Brookings 

Patterson,  D Redfield 

Peeke,  A.  P Volga 

Peik,  D.  J Sioux  Falls 

Pelton,  C Gettysburg 

Perry,  E.  I Aberdeen 

Perry,  W.  J Ft.  Meade 

Petereit,  M.  F Sioux  Falls 

Peters,  E.  H Sioux  Falls 

Peterson,  J Mobridge 

Petres,  A Salem 

Piro,  D.  F Watertown 

Pitt-Hart,  B.  T Sioux  Falls 

Plowman,  E.  T Brookings 

Porter,  Richard  Yankton 

Price,  Ronald  Armour 

tPutnam,  W Sioux  Falls 

Quick,  Wm Yankton 

Quinn,  R.  H Sioux  Falls 

Radack,  M.  L Yankton 

*Radusch,  F.  I California 

Ramos,  M Scotland 

Ranney,  Brooks Yankton 

Reagan,  I.  L Madison 

Reagan,  P.  R Sioux  Falls 

Reaney,  D.  B Yankton 

Reding,  A.  P Marion 

Regier,  E Canton 

Reinoehl,  W Custer 

Reisbere,  E Yankton 

IRies,  D Sioux  Falls 

Rittmann.  I Watertown 

Roberts.  C.  S.,  Ir Brookings 

Rodine,  I.  C Aberdeen 

Rosenfeld,  F Hill  City 

Rossing,  W.  O Sioux  Falls 

Rost.  M Sioux  Falls 

Rousseau.  David  M.S. 

Rousseau,  M.  C Watertown 

Rud,  lames  Watertown 

Rudolph,  E.  A Aberdeen 

Ruud,  E.  T Hot  Springs 

Ryan,  I.  E Mobridge 

Sabow.  I Rapid  City 

*Salladay.  I.  R Ft.  Meade 

Salmon,  D Washington 

Saloum,  H Tyndall 

Sanchez,  G Sioux  Falls 

Sanders,  M E Aberdeen 

Sanderson,  E.  W Sioux  Falls 

Saoi,  N.  B Yankton 

Sattler,  T.  H Yankton 

Savage,  L Yankton 

*Saxton.  A.  I Kansas 

Saxton.  W.  H Huron 

Saylor,  H.  L„  Jr Huron 

Schabauer.  E.  A Mitchell 

Scheffel,  A Redfield 

Scheller,  D.  L Arlington 

Schultz,  R.  D Sioux  Falls 

Seaman,  David  Aberdeen 

Sebring,  F.  U Vermillion 

Sejvar,  J.  P St.  Paul 

*Sercl,  W.  F Sioux  Falls 

Shaskey,  R.  E Brookings 

*Sherwood,  C.  E Madison 

Shinghal,  K Aberdeen 


Shinghal,  P Aberdeen 

Shining,  H.  S Rapid  City 

Shousha,  A Britton 

Shreves,  H Sioux  Falls 

Sittner,  L Sioux  Falls 

Skogmo,  B.  R Mitchell 

Smart,  E.  C Belle  Fourche 

Smith,  David  Deadwood 

Smith,  G Sioux  Falls 

Spears,  B Pierre 

*Spiry,  A.  W Mobridge 

*Stahmann,  F.  S Sioux  Falls 

Stanage,  W.  F Yankton 

Steele,  G.  H Aberdeen 

Steele,  J.  P Yankton 

*Steiner,  P Sioux  Falls 

Stensrud,  H.  J Madison 

Stephenson,  D.  R Yankton 

Stern,  C.  A California 

Stiehl,  R Winner 

Stoltz,  C.  R Watertown 

Strand.  R.  D Rapid  City 

Stransky,  J.  J Watertown 

Swanson,  C.  L Pierre 

Swanson,  P Sioux  Falls 

Sweeney,  L.  J Sioux  Falls 

Sweeny,  W.  T Aberdeen 

Sweet,  E.  P Burke 

Swisher,  L.  P Kadoka 

Tam,  Guy  Sioux  Falls 

Tank,  M.  C Brookings 

Taylor,  Wm.  R Aberdeen 

Tesar,  C.  E Rapid  City 

Tesch,  R Brookings 

Theissen,  H.  H Rapid  City 

Thompson,  R.  F Yankton 

Thornton,  R.  R Yankton 

Tidd,  J.  T Yankton 

Tieszen,  A.  J Pierre 

Tobin,  L.  W Mitchell 

Porkildson.  G Wisconsin 

Tracy,  G.  E Watertown 

Trinidad,  R Deadwood 
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November 

Symposium  on  Cancer  Chemotherapy, 

Conrad  Hilton  Hotel,  Chicago,  IL, 
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Hawaii,  Nov.  30-Dec.  5.  Con.  Ser- 
vices Dept.,  AMA,  535  N.  Dear- 
born St.,  Chicago,  IL  60610. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


48  YEAR  OLD  FEMALE  WITH  KNOWN  HYPERTENSION 
AND  SUDDEN  ONSET  OF  A LOUD  MURMUR  AND 
CONGESTIVE  HEART  FAILURE 


Gregory  Naughton,  M.D.,  FACP* 

In  tern  1st — D iscusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


CASE  NO.  A-75-24 

First  Sioux  Valley  Hospital  admission:  5-9-72 — 5-20-72. 

46-year  old  Caucasian  female  was  admitted  because  of 
hypertension  with  blood  pressures  ranging  from  190-210 
systolic  and  110-120  diastolic.  There  were  grade  II  Keith 
Wagner  (KW)  fundic  changes  noted.  Cardiac  enlargement 
was  found  on  several  examinations  and  there  was  an  ab- 
dominal vascular  bruit  in  the  left  upper  quadrant.  There 
were  no  murmurs  and  the  heart  showed  a normal  sinus 
rhythm.  Urinalysis  showed  1+  proteinuria  and  no  other 
abnormalities.  The  hemoglobin  was  within  normal  limits. 
The  white  count  was  11,800/mm3  and  the  erythrocyte 
sedimentation  rate  63  mm/hr.  The  patient  concentrated 
the  urine  to  a specific  gravity  of  1.022  after  16  hours  de- 
hydration and  had  a plasma  to  urine  osmolality  of  2.4:1 
(normal  3:1).  Electrolytes  were  normal,  except  the  potas- 
sium was  2.7  meq/L.  Thyroid  function  tests,  protein  elec- 
trophoresis, and  12-panel  survey  were  within  normal  limits. 
A cholesterol  was  260  mgs/dl  and  triglycerides  231  mgs/ 
dl.  PPD  and  fungus  skin  tests  showed  no  induration.  A 
vaginal  pap  smear  was  class  I.  Urine  catecholamines  were 
within  normal  limits.  The  chest  film  revealed  no  significant 
abnormality  except  for  minimal  patchy  infiltrates  of  fibrotic 
nature  in  the  upper  lung  fields.  An  intravenous  pyelogram 
was  within  normal  limits.  An  abdominal  aortogram  showed 
diffuse  atheromatous  disease  of  the  abdominal  aorta  but  no 
evidence  of  renal  artery  stenosis.  The  patient  was  placed  on 
alphamethyldopa  and  furosemide,  potassium  supplements 
and  low  sodium  diet  before  discharge. 

This  48-year  old  Caucasian  female  was  admitted  again 
on  2-21-75  because  of  one  week  history  of  dizziness,  blurred 
vision,  and  bitemporal  headaches.  She  had  been  taking  her 
alphamethyldopa  but  blood  pressures  had  gone  up  to  240 
systolic  at  times.  She  visited  her  local  physician  who  found 
her  systolic  blood  pressure  to  be  120.  There  was  a reduction 
in  the  dose  of  alphamethyldopa  but  she  continued  to  have 
the  above  symptoms  including  clumsiness  and  an  increased 
tendency  to  drop  things.  One  day  prior  to  admission  she  had 
tinnitus  but  no  diplopia.  There  was  no  increase  in  the  dizzi- 
ness in  rising  from  a sitting  position.  The  patient  denied 
chest  pain,  shortness  of  breath,  or  other  symptoms  on  re- 
view of  systems.  The  patient’s  father  had  had  hypertension 
and  died  of  a cerebral  vascular  accident. 


* Specialist  in  Internal  Medicine,  McGreevy  Clinic  and 
Sioux  Valley  Hospital,  Sioux  Falls. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 


PHYSICAL  EAXMINATION:  Temp.  99  °F.,  pulse  88/ 
min.  and  regular,  respirations  18/min.  and  regular,  blood 
pressure  140  systolic  and  64  diastolic,  weight  115  lbs,  well 
developed  and  well  nourished  female.  Pupils  were  round 
and  equal  but  on  lateral  gaze  the  patient  complained  of 
diplopia.  There  was  a questionable  field  defect  in  the  right 
upper  outer  quadrant.  The  right  disc  was  sharp  but  the  left 
disc  was  blurred.  There  were  grade  II  KW  changes.  The 
lungs  were  clear  to  auscultation  and  percussion.  The  heart 
was  enlarged  at  the  left  border  approximately  11  cms.  to  the 
left  of  the  mid-sternal  line.  There  was  a normal  sinus  rhythm 
with  a high  pitched  blowing  decrescendo  diastolic  murmur 
maximal  along  the  left  sternal  border  on  the  second  and 
third  intercostal  space  losing  intensity  toward  the  apex.  No 
systolic  murmurs  and  no  gallop  rhythms  were  noted.  The 
pulses  in  the  upper  and  lower  extremities  were  of  good  am- 
plitude and  symmetrical.  The  abdomen  was  soft  and  non- 
tender and  showed  no  palpable  organs  or  masses.  A bruit 
was  heard  by  one  observer.  The  deep  tendon  reflexes  were 
brisk  and  equal.  The  plantar  reflexes  were  flexor.  Pulse  was 
normal  in  all  extremities. 

LABORATORY  DATA:  Urinalysis — straw  colored,  slightly 
cloudy,  specific  gravity  1.010,  pH  6.5,  negative  for  protein, 
glucose,  ketone  bodies,  bile,  and  hemoglobin;  sediment  1-3 
white  cells/high  power  field  and  an  occasional  red  cell/high 
power  field.  Hemoglobin  13.3  gms/dl,  red  blood  count  4.28 
million/mm3,  hematocrit  39  vols/dl,  mean  corpuscular 
hemoglobin  32  micromicrograms,  mean  corpuscular  volume 
89  cubic  micra,  mean  corpuscular  hemoglobin  concentra- 
tion 34%,  total  leukocyte  count  9,200/mm3  with  72% 
segmented  neutrophils,  2%  neutrophilic  bands,  1%  eosino- 
phils, 22%  lymphocytes,  3%  monocytes.  The  platelets  were 
normal  in  number  and  morphology  and  the  red  cells 
normochromic  normocytic  on  smear.  pH  7.36,  pC02  36 
mm  of  mercury,  C02  content  21  ineq/L,  sodium  137 
meq/L,  potassium  3.8  meq/L,  chloride  101  meq/L,  cre- 
atinine clearance  59  ml/min.  Total  protein,  calcium,  in- 
organic phosphorus,  cholesterol,  glucose,  blood  urea  nitro- 
gen, uric  acid,  total  bilirubin,  lactic  dehydrogenase,  and 
aspartate  amino-transferase  (SGOT)  were  within  normal 
limits.  A creatinine  was  1.6  mgs/dl  and  alkaline  phosphatase 
140  units/dl  (normal  45-95  units/dl).  Brain  scan  was  within 
normal  limits.  Chest  film  showed  progression  of  pulmonary 
infiltrates  consistent  with  granulomatous  disease.  There  was 
a right  pleural  effusion.  Cardiac  fluoroscopy  showed  cardiac 
enlargement  and  bilateral  pleural  effusions.  Films  of  the 
skull  showed  a moth  eaten  appearance  in  the  parietal  re- 
gion. Apical  tomography  of  the  chest  showed  calcific 
disease  consistent  with  pulmonary  tuberculosis  with  cavitary 
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lesions.  The  portable  chest  film  on  the  sixth  hospital  day 
showed  increasing  pleural  effusion  and  increasing  cardio- 
megaly  with  increasing  bilateral  pulmonary  infiltrates.  Other 
portable  chest  films  were  similar.  Electrocardiograms  were 
interpreted  as  probable  early  acute  anteroseptal  myocardial 
infarction.  Enzymes  drawn  four  days  after  admission  showed 
creatine  phosphokinase  (CPK)  S98  units/dl  (normal  0-193 
units/dl)  aspartate  aminotransferase  151  units/dl  (SGOT) 
(normal  0-35  units/dl),  lactic  dehydrogenase  360  units/dl 
(LDH)  (normal  50-180  units/dl);  fractionation  of  the  lactic 
dehydrogenase  showed  an  increased  slow  or  cathodic  frac- 
tion consistent  with  liver  or  skeletal  muscle  damage.  Repeat 
enzymes  one  day  later  showed  CPK  was  821  units/dl, 
aspartate  aminotransferase  126  units/dl  and  lactic  dehydro- 
genase was  364  units/dl.  An  LDH  fractionation  at  this  time 
showed  an  isomorphic  pattern  with  all  fractions  elevated 
suggesting  multiple  organ  damage.  Because  of  a convulsion 
four  days  after  admission,  lumbar  puncture  was  performed 
with  an  opening  pressure  130  mm  of  water.  There  were  no 
cells.  The  protein  was  28  mgs/dl,  sugar  was  195  mgs/dl, 
chloride  133  meq/L.  Repeat  electrolytes  and  blood  gases 
over  the  hospital  admission  were  unremarkable.  Three 
blood  cultures  showed  no  growth  in  seven  days. 

The  patient  showed  increasing  congestive  changes  in  the 
lungs  and  decreasing  level  of  conscious  and  both  a systolic 
and  diastolic  murmurs  in  the  chest.  The  blood  pressure 
showed  a widening  pulse  pressure  over  the  last  several  days 
ranging  from  an  average  of  about  110-130  systolic  to  40-60 
diastolic.  On  the  fourth  hospital  day,  the  patient  had  a grand 
nial  seizure.  The  patient  died  on  the  seventh  hospital  day 
after  a course  of  increasing  congestive  failure,  widening 
pulse  pressure,  and  falling  urine  output  with  increasing  liver 
size.  A systolic  and  diastolic  heart  murmur  persisted.  Cul- 
tures for  tuberculosis  after  death  revealed  no  growth  after 
four  weeks. 

DR.  NAUGHTON:  May  I see  the  chest  film? 

The  film  in  the  original  admission  in  1972  shows 
some  questionable  upper  lobe  infiltrate  but  is  basical- 
ly normal.  In  the  1975  film  there  has  been  increased 
changes  with  possible  cavitary  disease  in  the  upper 
lung  field  and  a right  pleural  effusion.  One  must  at 
least  consider  tuberculosis  or  fungus  disease. 

*DR.  W.  O.  ROSSING:  Would  you  like  to  see  the 
electrocardiogram? 

DR.  NAUGHTON:  The  electrocardiograms  are  not 
by  any  means  classical  for  an  acute  anteroseptal 
myocardial  infarction.  There  are  some  ST-T  wave 
changes,  but  not  the  usual  progression  of  a myocar- 
dial infarction.  I think  the  changes  could  be  old. 

Was  the  patient  febrile  while  in  the  hospital? 
DR.  ROSSING:  Although  the  patient’s  initial  tem- 
perature was  normal,  on  the  first  day  she  spiked  to 
103°  F and  had  a smoldering  fever  ranging  about 
101  ° F for  several  days  thereafter. 

*:|:DR.  STEVE  NOLL:  Were  there  any  other  skin 
tests? 

DR.  ROSSING:  A second  PPD  test  was  injected  but 
this  was  not  read  due  to  her  multiple  other  problems 
in  the  course  of  the  disease. 


* Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  The  University 
of  South  Dakota. 

**Resident  in  Family  Practice,  Sioux  Falls  Community 
Medicine  Program. 


DR.  NAUGHTON:  Some  of  the  salient  features  of 
this  woman’s  illness  included  changing  heart  mur- 
murs, acute  congestive  heart  failure  with  aortic  in- 
sufficiency of  fulminating  nature,  past  history  of  se- 
vere hypertension,  pulmonary  infiltrates  suggesting 
granulomatous  disease,  and  electrocardiographic 
changes  of  early  myocardial  infarction.  I think  that 
the  electrocardiographic  changes  we  cannot  take  too 
seriously  as  I feel  these  are  nonspecific.  The  heart 
failure  was  certainly  of  very  short  duration.  Central 
nervous  system  complaints  were  her  major  early 
symptoms.  This  included  dropping  things,  tinnitus, 
and  a convulsion. 

I would  like  to  center  my  thinking  about  the  acute 
course  of  congestive  heart  failure.  I must  say  that 
fever  and  heart  failure  certainly  suggest  bacterial 
endocarditis  but  then  I am  perplexed  to  find  that  she 
had  three  negative  blood  cultures.  I still  feel  the  most 
striking  change  in  the  patient’s  clinical  course  was 
that  of  acute  congestive  heart  failure  secondary  to 
aortic  insufficiency.  The  rapid  course  is  not  com- 
patible with  the  usual  history  of  aortic  insufficiency 
as  seen  in  rheumatic  heart  disease.  There  was  no 
previous  documentation  of  rheumatic  fever  and  she 
does  not  have  a previous  history  of  a murmur  de- 
scribed. In  rheumatic  heart  disease  with  aortic  in- 
sufficiency there  are  usually  long  standing  murmurs 
and  the  patient  progresses  slowly  over  a period  of 
time.  A female  patient  would  also  be  more  likely  to 
have  mitral  valve  involvement  in  rheumatic  heart 
disease. 

Congenital  bicuspid  and  interventricular  septal  de- 
fect which  can  be  associated  with  prolapse  of  aortic 
valves  are  forms  of  congenital  heart  disease  causing 
aortic  insufficiency.  These  are  also  unlikely  because 
of  the  absence  of  previous  murmurs.  Aortic  dilatation 
with  widening  of  the  annulus  and  the  aortic  insuf- 
ficiency can  occur  with  diseases  such  as  syphilis, 
rheumatoid  spondylitis,  and  idiopathic  dilatation  of 
the  aortic  valve  ring.  With  the  severe  hypertension 
that  this  woman  had  described  in  her  early  course, 
one  would  almost  expect  a murmur  of  aortic  in- 
sufficiency from  aortic  dilatation.  I thought  briefly 
about  so-called  nonbacterial  or  marantic  endocarditis 
in  which  you  get  vegetations  on  the  valves  and  can 
have  murmurs  of  aortic  insufficiency.  However,  this 
usually  does  not  cause  fulminating  congestive  heart 
failure  and  usually  causes  embolic  phenomenon. 

Aortic  dissection  from  cystic  medial  necrosis  could 
certainly  produce  this  murmur  and  one  must  always 
consider  it  in  a patient  with  a rapid  history  of  con- 
gestive heart  failure  and  sudden  onset  of  the  murmur 
of  aortic  insufficiency.  However,  it  is  hard  to  put  this 
lady  into  this  category  because  she  denied  chest 
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pain  and  her  peripheral  pulses  were  normal.  This 
would  be  unusual  for  aortic  dissection.  Widening  of 
the  mediastrinum  on  x-ray  was  not  described.  Never- 
theless, sudden  aortic  dissection  could  certainly  ex- 
plain the  rapid  demise.  In  fact,  the  picture  might  even 
be  more  rapidly  evolving  in  aortic  dissection  than  in 
this  patient’s  case. 

This  leaves  me  with  bacterial  endocarditis,  a diag- 
nosis which  was  taken  away  from  me  at  the  end  of 
the  protocol  by  three  negative  blood  cultures.  This 
could  be  an  endocarditis  due  to  various  types  of 
organisms.  I should  call  the  process  infective  endo- 
carditis rather  than  bacterial  endocarditis.  Perhaps,  it 
was  an  organism  not  easily  grown  on  routine  culture 
media.  I would  also  have  to  suggest  that  she  had 
tuberculosis  from  the  chest  films.  I have  never  seen 
a case  of  fungal  endocarditis  but  I would  not  have 
expected  it  to  produce  such  rapid  destruction  of  the 
valve  as  in  this  case.  It  could  be  that  I am  dating  the 
onset  of  the  disease  too  soon  before  the  congestive 
failure  which  may  have  been  a more  slowly  evolving 
process. 

Bacterial  endocarditis  has  traditionally  been  sep- 
arated into  acute  and  subacute  endocarditis.  There 
have  been  a variety  of  organisms  associated  with 
endocarditis.  New  organisms  in  patients  after  cardiac 
surgery  and  in  drug  addicts  have  produced  many 
new  culprits  that  have  been  involved  in  infective 
endocarditis.  Occasionally  the  laboratory  will  disre- 
gard a culture  of  staphylococcus  albus  (coagulase 
negative  staphylococcus)  which  is  a common  cause 
of  postoperative  endocarditis  after  cardiac  surgery. 
This  cannot  be  discarded  as  a contaminant  under 
these  conditions.  With  rapidly  progressive  endocar- 
ditis we  usually  think  of  staphylococcus  aureus, 
pneumococcus,  or  beta  hemolytic  streptococcus — all 
virulent  pathogens.  Streptococcus  viridans  usually 
produces  a more  smoldering  endocarditis.  Gonococ- 
cus rarely  can  cause  an  acute  destructive  endo- 
carditis. Listeria  monocytogens,  brucella  and  histo- 
plasma  capsulatum  have  been  associated  with  acute 
endocarditis.  These  are  all  very  rare.  In  addition  to 
the  embolic  phenomenon  due  to  vegetations  on  the 
valve  leaflets,  many  of  the  above  organisms  can 
cause  valve  damage  with  rupture  of  the  valves  and 
insufficiency.  The  rapidly  evolving  picture  of  con- 
gestive heart  failure  ensues.  Because  of  the  rapid 
progression,  we  do  not  see  some  of  the  classic  signs 
of  the  more  smoldering  forms  of  endocarditis  such 
as  splenomegaly,  petechiae,  clubbing,  splinter  hemor- 
rhages, and  Osier’s  nodes.  Subacute  bacterial  endo- 
carditis usually  produces  these  lesions. 

Emboli  had  occurred  in  79%  of  cases  of  bacterial 
endocarditis  before  antibiotics  and  still  occur  in  25  % 


to  35%  of  the  cases  of  endocarditis  in  the  antibiotic 
era.  Most  common  sites  for  emboli  are  the  coronary 
vessels,  the  spleen,  the  kidneys,  and  the  brain.  I 
think  that  perhaps  coronary  emboli  were  possible  in 
this  patient  producing  the  electrocardiographic 
changes.  Certainly,  emboli  to  the  brain  could  explain 
the  central  nervous  system  symptoms  in  this  case. 
Emboli  to  the  large  vessels  have  been  described  in 
fungal  endocarditis  or  atrial  myxoma  as  well  as  in 
marantic  endocarditis.  Unfortunately,  definite  em- 
bolic phenomena  were  not  present  in  this  case. 

The  big  stumbling  block  to  the  diagnosis  in  this 
case  is  the  negative  blood  cultures.  I tried  to  find  an 
article  describing  infective  endocarditis  with  negative 
blood  cultures.  I found  a list  of  reasons  why  negative 
cultures  can  occur  in  endocarditis.  These  include 
prior  antibiotic  therapy  before  cultures  were  ob- 
tained. That  did  not  seem  to  be  the  case  here.  The 
wrong  diagnosis  of  endocarditis  could  certainly  ex- 
plain the  absence  of  positive  blood  cultures.  That 
well  may  be  the  case  here.  There  are  agents  of  endo- 
carditis such  as  G fever,  psittacosis  and  bacterial  L 
forms  which  may  present  with  negative  cultures. 
Anaerobic  or  fungal  endocarditis  may  be  associated 
with  negative  blood  cultures.  50%  of  the  cases  of 
fungal  endocarditis  were  reported  with  negative  cul- 
tures in  one  series.  I did  find  one  case  of  staphylococ- 
cus aureus  endocarditis  with  negative  blood  cultures. 
Therefore,  this  phenomonen  can  occur.  The  case 
was  a rapidly  evolving  case,  such  as  this  case,  in 
which  the  patient  did  respond  to  antistaphylococcal 
medication.  There  was  a primary  staphylococcal 
abscess  outside  the  heart.  The  patient  did  not  die  so 
this  is  a presumptive  diagnosis.  We  have  to  assume 
that  our  patient  had  normal  heart  valves  and  they 
were  secondarily  infected  by  a site  of  infection  else- 
where such  as  in  the  lungs.  In  such  acute  forms  of 
endocarditis  usually  there  is  a site  of  infection  such  as 
osteomyelitis,  cellulitis  or  pneumonia.  These  were  not 
present. 

DR.  GREGORY  NAUGHTON’S  DIAGNOSIS 

Infective  Endocarditis,  Acute,  Destructive,  Due 

to  Bacterial,  Fungal  or  Mycobacterial  Etiology. 

DR.  ROSSING:  One  of  the  red  herrings  in  this  case 
was  the  skull  film  which  showed  questionable  mot- 
tling. We  were  thinking  of  metastatic  carcinoma  or 
multiple  myeloma. 

DR.  NAUGHTON:  This  certainly  would  bring  up 
the  possibility  of  marantic  endocarditis. 

DR.  ROSSING:  Another  diagnostic  study  not  men- 
tioned was  the  echocardiogram.  This  ultrasonic  study 
unfortunately  was  not  helpful  in  this  case  but  is  a new 
diagnostic  technique  which  certainly  should  be  help- 


SEPTEMBER  1975 


9 


ful  in  other  cases.  In  this  case  the  aortic  root  was 
read  as  normal.  In  retrospect  there  may  have  been 
some  abnormality  of  the  aortic  valve  and  aortic  root 
region. 

DR.  BARLOW:  This  is  a very  unusual  case.  The 
major  findings  were  related  to  the  heart  which 
weighed  435  gms.  There  was  significant  coronary 
disease  with  narrowing  to  50-70%  of  the  original 
caliber  of  both  coronary  arteries.  Both  the  right  and 
left  ventricle  were  dilated.  The  left  ventricular  wall 
was  thickened  to  1.9  cms.  The  striking  findings  were 
at  the  root  of  the  aorta  where  3 cms.  above  the 
aortic  leaflets  there  was  an  intimal  tear  with  detach- 
ment of  the  media  and  intima  over  almost  the  entire 
circumference  of  the  root  of  the  aorta.  This  involved 
both  coronary  orifices  and  caused  prolapse  of  the 
aortic  valve  into  the  left  ventricular  cavity.  (Fig.  1 & 
2)  There  was  no  dissection  of  the  aorta  beyond  the 
root  of  the  aorta  as  described.  The  aorta  showed 
marked  artheromatous  changes  in  its  entire  length. 
In  addition,  the  left  renal  artery  showed  narrowing 
and  the  right  renal  artery  almost  complete  occlusion 
by  atherosclerotic  plaques.  Both  kidneys  showed 
nephrosclerosis  but  were  unremarkable.  Both  kidneys 
weighed  100  gms.  The  lungs  showed  fibrosis  but  no 
active  granulomatous  disease.  There  was  early  bron- 
chopneumonia. There  was  a small  left  pleural  ef- 
fusion as  well  as  mild  hemorrhagic  gastritis.  There 
was  marked  hepatic  congestion  with  central  necrosis 
as  could  be  expected  from  the  rapid  heart  failure.  A 
significant  finding  microscopically  was  acute  myo- 
cardial infarction  in  the  subendocardial  region.  This 
was  probably  explained  by  the  dissection  of  the 
coronary  ostia. 


Figure  1 

Opened  aortic  valve  with  extensive  tear  just  above  aortic 
cusps. 


Figure  2 

View  of  aortic  valve  from  above.  The  flap  of  dissected 
aortic  wall  can  be  seen. 


FINAL  ANATOMIC  DIAGNOSES 

1.  Dissecting  aortic  aneurysm  with  involvement 
of  aortic  valve  and  aortic  valvular  insuffi- 
ciency. 

2.  Coronary  heart  disease,  moderate. 

3.  Acute  myocardial  infarction,  early,  subendo- 
cardial. 

4.  Cardiomegaly. 

5.  Pulmonary  fibrosis  with  early  acute  broncho- 
pneumonia. 

6.  Pleural  effusion,  left,  small. 

7.  Renal  artery  stenosis,  right,  marked. 

8.  Hepatic  congestion,  moderate,  with  central 
necrosis. 

9.  Nephrosclerosis,  bilateral,  marked. 

10.  Hemorrhagic  gastritis,  mild. 

Dissecting  aneurysm  or  hematoma  of  the  aorta 
is  different  from  ordinary  aneurysms  in  that  it  is 
really  a dissecting  channel  in  the  medical  wall  of 
the  vessel.  This  type  of  problem  is  described  in  other 
large  arteries  such  as  coronary  and  carotid  but  is 
most  common  in  the  aorta.  The  dissection  usually 
starts  with  an  intimal  horizontal  tear  somewhere  near 
the  aortic  root  and  extends  a variable  distance 
through  the  aorta.  The  tear  may  be  located  in  the 
ascending  or  descending  aorta  as  well  but  this  is  less 
common.  In  fact,  there  are  cases  in  which  there  is  no 
intimal  tear.  The  dissecting  channel  which  extends 
a variable  distance  can  impair  any  of  the  aortic 
branches  and  cause  a variety  of  symptoms.  There  is 
perforation  either  back  into  the  lumen  or  into  one 
of  the  body  cavities.  Penetration  into  the  pericardium 
with  hemopericardiuin  is  a common  method  of 
demise  in  these  patients  from  pericardial  tamponade. 
The  clinical  picture  is  often  dramatic  with  pain  in 
the  head,  chest  or  abdomen.  It  is  often  rapidly 
fatal.  There  is  no  ethnic,  occupational,  geographic, 
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or  emotional  episode  that  can  be  correlated  with  the 
onset  of  dissection.  There  has  been  no  relation  to 
time,  trauma,  or  physical  activity  noted.  The  patient 
is  usually  a middle  aged  male  with  a history  of 
hypertension.  Other  conditions  which  seem  to  pre- 
dispose to  dissection  of  the  aorta  include  an  arach- 
nodactyly  (Marfan’s  syndrome),  coarcaction  of  the 
aorta,  bicuspid  aortic  valves  and  pregnancy.  Be- 
cause any  branch  of  aorta  can  be  dissected  and  the 
amount  of  dissection  is  very  variable,  there  are  a great 
many  symptoms.  Ischemia  of  many  organs  can  be 
explained  on  this  basis.  Some  cases  have  survived 
for  weeks  or  months  and  developed  chronic  con- 
gestive heart  failure.  There  may  be  a double  chan- 
neled aorta  which  may  reendoetheliaze. 

The  dissecting  aneurysm  is  usually  associated  with 
some  type  of  medial  disease.  Mediocystic  necrosis  of 
the  aorta  (so  called  Erdheim’s  lesion)  has  been  de- 
scribed often.  Absence  of  muscle  or  elastic  tissue  has 
also  been  described.  In  our  case  today  there  was  a 
striking  absence  of  muscle  in  the  midportion  of  the 
media.  I feel  that  the  case  today  was  almost  im- 
possible to  diagnose  as  the  sudden  severe  onset  of 
pain  in  the  chest,  abdomen,  and  the  characteristic 
radiation  of  pain  in  a progressive  fashion  as  well  as 
abnormal  pulse  just  did  not  occur  in  this  limited  dis- 
section. 

DR.  NAUGHTON:  I was  certainly  misled  by  the 
febrile  course  and  rather  peculiar  symptoms.  The 
lack  of  characteristic  symptoms  of  dissection  led  me 
to  discard  a dissecting  aneurysm  as  a possibility.  It  is 
certainly  a very  interesting  case. 
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Please  send  me  free  sample  and  literature. 
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Name_ 

Address 


City. 


State 


Zip 


Or  a simple  note  on  your  prescription  form  will  do. 
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At  the  time  of  this  writing  the  State  Medical  Association  is  making  application  to  the  American  Medical  As- 
sociation for  the  right  to  certify  medical  meetings  for  Category  I credits  applicable  towards  the  AMA  Physician 
Recognition  Award.  It  has  been  expressed  by  many  of  our  members  that  serious  concern  should  be  given  to 
making  continued  medical  education  a requirement  for  membership  in  the  South  Dakota  State  Medical  Associa- 
tion. In  order  for  this  to  occur,  it  will  be  necessary  to  provide  the  mechanism  to  have  available  to  all  physi- 
cians in  South  Dakota  quality  continuing  medical  education  programs.  While  most  of  us  recognize  that  some 
physicians  who  attend  continuing  medical  education  programs  go  away  with  little  they  actually  put  to  use, 
the  old  saying  is  probably  true  that  exposure  cannot  be  totally  worthless  and  some  knowledge  will  be 
gained.  The  total  mechanism  for  the  evaluation  of  educational  programs  must  be  given  careful  consider- 
ation. 

We  must  now  more  than  at  any  time  in  the  past  make  the  consumer  of  health  services  abundantly  aware  of 
our  attempts  to  continually  up-date  our  knowledge  of  medicine.  The  State  Medical  Association  seriously  solicits 
any  recommendations  which  you  might  have  in  regards  to  this  matter.  The  Medical  Association  also  solicits 
your  support  in  establishing  the  criteria  for  membership  in  the  Medical  Association  based  on  continuing  med- 
ical education  before  some  other  governmental  agency  usurps  this  privilege  from  us.  If  we  do  not  begin  to  func- 
tion in  this  capacity  ourselves,  some  other  method  will  be  formulated  from  governmental  or  other  areas  which 
may  be  unsuitable  to  the  Medical  Association  and  to  the  practitioners  who  enjoy  the  private  enterprise  prac- 
tice of  medicine  in  the  state  of  South  Dakota. 

Sincerely, 

Gerald  E.  Tracy,  M.  D. 

President 

South  Dakota  State  Medical  Association 
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The  Plain  Phone 


When  a telephone  prescription  tor  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  statest  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 


acute  pain. 


fThe  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)  gr  V2 

Each  tablet  also  contains  aspirin 
gr  31/2,  phenacetin  gr  2Vz , 
caffeine  gr  Vz. 

* Warning— may  be  habit-forming. 


' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 

Note  from  the  Editor  — The  following  article  is  the 
first  in  a series  of  twenty-four  to  be  published  monthly. 

The  series  is  Dr.  Flora’s  teaching  format  in  clinical 
neurology  and  is  intended  to  be  a simplistic,  practical 
method  for  problem  solving  of  patients  with  suspected 
central  nervous  system  disease.  Certainly  this  feature 
will  be  most  interesting  and  beneficial  to  all  physicians, 
and  on  behalf  of  the  Editorial  Committee  I want  to 
thank  Dr.  Flora  for  his  contribution. 

R.  E.  Van  Demark,  M.  D. 

Lecture  #1 

INTRODUCTION  TO  CLINICAL  NEUROLOGY 


by 

G.  Flora,  M.D.* 


The  CNS  is  resistant  to  destruction,  but  six  major 
forms  of  pathology  can  produce  deficit.  They  are 
trauma,  vascular,  toxin,  infection,  neoplasia  and  de- 
generation. The  first  four  damage  with  great  sudden- 
ness while  the  latter  two  develop  more  slowly. 

Differentiation  between  the  first  four  is  simple. 
Trauma  has  obvious  external  signs.  The  vascular 
disorders  are  focal  while  toxins  and  infections  are 
diffuse.  Differentiation  between  neoplasia  and  de- 
generations is  equally  simple.  Neoplasias  are  focal, 
while  degenerations  are  diffuse. 

Simply,  the  problem  solving  of  neurological  dis- 
ease depends  almost  entirely  on  determining  if  the 
nervous  system  is  manifesting  focal  or  diffuse  deficit. 

The  question  of  whether  deficits  are  focal  or  dif- 
fuse can  be  readily  answered  by  the  neurological 
examination  and  its  interpretation.  The  neurological 
examination  is  no  longer  a ritual;  it  is  a data  gather- 
ing procedure  of  old  or  newly  devised  technique  that 
is  not  learned  by  seeing  or  reading,  but  by  practice 
on  as  many  patients  as  possible. 

The  interpretation  of  the  neurologic  examination  is 
not  learned  by  seeing  or  reading  either,  but  with  sim- 
ple awareness  of  purpose  and  practice  it  becomes  the 
most  rewarding  experience  of  clinical  medicine. 


* Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, Glidden  Hall,  Sioux  Falls  College.  Sioux  Falls,  S.D. 


Interpretation  of  neurological  signs  depends  on  the 
feasibility  of  having  all  manifest  deficits  explained 
on  a single  neuroanatomical  site.  If  the  deficits  are 
not  possible  from  one  site,  then  the  process  is  diffuse. 

The  examination  gathers  information  about  “sys- 
tems” of  the  nervous  system.  Namely,  these  systems 
are  as  follows: 

1)  lower  motor  neuron  or  final  common  pathway 

(motor  cranial  nerves  of  brain  stem  and  an- 
terior horn  cells  of  cord) 

2)  visual  fields  or  opticogeniculocalcarine  tracts 

3 ) upper  motor  neuron 

4)  extrapyramidal 

5 ) cerebellar 

6)  sensory 

7)  speech 

8)  cerebration 

Lower  motor  neuron  system  deficits,  as  manifest 
by  a)  flaccid  paralysis,  b)  atrophy  and  c)  fascicula- 
tions,  give  precise  information  of  a specific  site  with- 
in the  CNS.  When  these  deficits  are  present  they  are 
the  beginning  point  for  localization. 

Visual  field  deficits  as  manifest  by  blindness,  give 
quite  precise  information  concerning  the  mesial  an- 
tero-posterior  axis  of  the  brain.  They  are  second  to 
lower  motor  neurons  as  significant  localizing  value. 
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The  upper  motor  neuron  system  deficits  as  mani- 
fest by  a)  loss  of  volitional  movement  or  “spastic 
paralysis”,  b)  hyperreflexia,  c)  pathological  reflexes, 
d)  spasticity,  and  e)  clonus  are  the  most  frequent 
deficits.  They  occur  when  the  more  rare  anterior  horn 
cell  or  visual  field  deficits  are  lacking.  The  pattern  of 
this  deficit  is  frequently  the  beginning  point  for 
localization. 

Extrapyramidal  system  deficits  manifest  as 
dyskinesias  and  denote  diffuse  lesions. 

Cerebellar  system  deficits  manifest  as  incoordina- 
tion and  decreased  tone.  Bilateral  deficits  denote 
diffuse  lesions  whereas  unilateral  deficits  are  usually 
focal. 

Sensory  system  deficits  manifest  as  decreased 
sensitivity  to  external  stimuli  and  are  of  little  value  in 
localization. 

Deficits  of  normal  cerebrospinal  fluid  flow  result 
in  signs  of  increased  intracranial  pressure  which  are 
headache,  papilledema,  nuchal  rigidity,  blindness, 
ataxia  with  vomiting  tends  to  localize  a lesion  to  the 
midline  and/or  the  posterior  fossa. 

Speech  system  deficits  manifest  by  aphasia  lo- 
calizes to  the  left  hemisphere.  If  the  deficit  is  chiefly 
in  production  of  speech  it  places  the  lesion  anterior- 
ly; if  the  deficit  is  chiefly  in  appreciation  of  speech 
it  places  the  lesion  posteriorly. 


Cerebration  system  deficits  as  manifest  by  loss  of 
orientation  or  more  subtly  as  loss  of  mental  acuity  is 
pathognomonic  of  diffuse  lesions. 

In  summary,  the  data  obtained  from  the  neu- 
rological examination  must  be  transposed  to  the 
functional  neuroanatomy  and  will  quite  easily  make  it 
possible  to  conclude  whether  a patient  has  focal  or 
diffuse  lesion  and  thus  permit  a rapid  pathologic 
diagnosis  in  each  case. 

The  transposition  from  pathologic  to  clinical 
diagnosis  will  be  a subject  requiring  more  discussion. 


KREISER  SURGICAL  INC. 

Phone  336-1155  21st  & Minnesota,  Sioux  Falls  Rapid  City  Ph.  342-2773 

"YOUR  HOME-CARE  CENTER" 


Wheelchairs,  Walkers,  Hospital  Beds,  Canes, 
Crutches,  Traction  Equipment,  IPPB  Machines, 
Raised  Toilet  Seat,  Bathtub  Rails  & Benches, 
Commodes,  Geriatric  Chairs,  Surgical  Dressings, 
Colostomy  Supplies,  Whirlpool  Baths,  Incontinent 
Pants,  Trusses,  Lumbosacral  Supports,  Moist  Heat 
Packs  

SALES  AND  RENTALS 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Information  from  THE  AAFP  REPORTER  relates 
that  they  plan  to  do  a follow-up  story  on  the  1975 
Black  Hills  Seminar  for  their  publication.  This  is 
slated  to  appear  in  the  “Chapter  Input”  section  of 
this  monthly  publication,  mailed  to  all  AAFP  mem- 
bers. Cleo  Norris  is  Managing  Editor  of  THE  AAFP 
REPORTER. 


“The  term  ‘primary  care’  has  been  in  a transitional 
phase  during  the  past  few  years.  Whereas  its  original 
meaning  indicated  that  it  was  the  function  of  the 
first  physician  seeing  a patient  in  any  episode  of  ill- 
ness, common  usage  — by  both  the  government  and 
medicine  — has  today  endowed  it  with  connotations 
which  are  considerably  broader.  Primary  care  is  a 
type  of  medical  care  delivery  which  emphasizes  first 
contact  care  and  assumes  ongoing  responsibility  for 
the  patient  in  both  health  maintenance  and  therapy  of 
illness.  It  is  personal  care  involving  a unique  interac- 
tion and  communication  between  the  patient  and  the 
physician.  It  is  comprehensive  in  scope,  and  includes 
the  overall  coordination  of  the  care  of  the  patient’s 
health  problems,  be  they  biological,  behavioral  or 
social.  The  appropriate  use  of  consultants  and  com- 
munity resources  is  an  important  part  of  effective 
primary  care.”  — 


The  60th  Annual  International  Scientific  Assembly 
of  Interstate  Postgraduate  Medical  Association  will 
be  held  at  the  New  Orleans  Marriott  Hotel,  Novem- 
ber 3-6.  This  program,  primarily  designed  for  Pri- 
mary Physicians  practicing  in  the  U.S.  and  Canada, 
has  been  planned  cooperatively  with  the  Louisiana 
Academy  of  Family  Practice,  and  provides  20  hours 
of  prescribed  credit  for  members  of  the  American 
Academy  of  Family  Physicians  and  the  College  of 
Family  Physicians  of  Canada  who  attend.  A similar 
number  of  hours  of  credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  is  provided  through  at- 
tendance. 


The  program  will  consist  of  lectures,  formal  group 
discussions,  “live”  closed-circuit  TV  and  medical 
movies  on  a variety  of  topics,  with  major  emphasis  in 
pediatrics,  internal  medicine,  obstetrics  and  gynecol- 
ogy and  psychiatry.  Guest  lecturers  include  Drs.  Ed- 
ward A.  Banner  and  James  C.  Hunt,  Mayo  Clinic, 
Rochester,  Minnesota;  Sidney  B.  Effer,  Hamilton, 
Ontario,  Canada;  Ward  O.  Griffen,  Lexington,  Ken- 
tucky; Malcolm  A.  McCannel,  Minneapolis,  Min- 
nesota; Albert  I.  Mendeloff,  Baltimore,  Maryland; 
John  M.  Optiz,  Madison,  Wisconsin;  Thomas  Joe 
Reeves,  Beaumont,  Texas;  and  Robert  E.  Switzer, 
Menninger  Clinic,  Topeka,  Kansas.  In  addition 
twenty  M.D.’s  from  New  Orleans  will  assist  with  the 
instruction. 

The  Assembly  is  open  to  any  licensed  M.D.  in  the 
U.S.  and  Canada  at  a fee  of  $40  in  advance  or  $60  at 
the  meeting.  Those  interested  in  full  details  of  the 
meeting  and  hotel  forms  should  write  Dr.  Alton  Och- 
sner,  Program  Chairman,  Interstate  Postgraduate 
Medical  Association,  P.O.  Box  1109,  Madison,  Wis- 
consin 53701. 


Wenzel  J.  Kovarik,  Past  President,  and  L.  H.  A- 
mundson,  Secretary-Treasurer,  SDAFP,  will  repre- 
sent our  chapter  as  Delegates  to  The  Congress  of 
Delegates,  AAFP,  at  the  Annual  Assembly  in  Chi- 
cago, October  4-9.  R.  W.  Friess  and  Matt  G.  Lan- 
genfeld  are  Alternate  Delegates.  Several  state  mem- 
bers plan  to  attend. 


The  Department  of  Community  and  Family  Medi- 
cine, USD  School  of  Medicine,  has  received  notice 
from  HEW  that  their  application  for  a Training 
Grant  has  been  approved.  This  three  year  grant  will 
be  used  in  the  development  of  Community  Clinical 
Units  throughout  South  Dakota  for  fourth  year  med- 
ical student  clerkships  in  Family  Medicine,  both  re- 
quired and  elective  in  nature. 
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SOUTH  DAKOTA  MEDICAT 
SCHOOL  ENDOWMENT  ASSOCIATION 


The  USD  School  of  Medicine  in  Vermillion,  is  expanding.  More 
South  Dakota  students  will  receive  their  entire  medical  education 
inside  the  borders  of  our  State. 


The  School  needs  the  support  and  interest  of  every  doctor  in 
South  Dakota. 


Show  your  enthusiasm  and  endorsement  by  financially  assisting 
the  Endowment  Association. 

Our  aim  is  to  provide  help  and  backing  to  the  Medical  School 
and  its  students  whenever  it  would  be  to  the  benefit  of  medical 
education  in  South  Dakota. 

We  need  your  cooperation  and  participation  to  fulfill  these  goals. 
Won’t  you  send  your  check*  today  to: 


SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 

ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 

‘Contributions  are  tax  deductible 
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main  purpose  of  drug  information 
forthe  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
isa  problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
anyoutsideinfluenceor  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  goingto  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can't  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  fora  placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  /V. W.  ||||| . ,/|j| 
Washington,  D.C.  20005 


STATE  OF  THE  USD  SCHOOL  OF  MEDICINE* 


by 

Karl  Wegner,  M.D.** 


It  is  a pleasure  to  come  before  you  this  afternoon  to 
discuss  for  a few  minutes  the  state  of  the  School  of 
Medicine,  the  events  of  the  past  year,  and  our  plans 
for  the  future.  It  has  been  two  years  since  I spoke 
formally  to  this  group,  appearing  the  last  time  in  a 
talk  to  the  House  of  Delegates  at  the  conclusion  of 
the  state  meeting  in  Rapid  City  in  lune  of  1973, 
some  two  months  before  I began  in  this  position. 

The  opportunity  to  lead  off  the  program  this 
afternoon  provided  the  stimulus  to  look  again  at 
what  I said  in  Rapid  City  and  to  compare  and  con- 
trast the  events  of  more  recent  months  with  my 
comments  at  that  time.  Most  of  you  here  in  this 
room  are  quite  familiar  with  the  recent  history  of  the 
medical  school.  Many  of  you  have  given  unstintingly 
of  your  time  and  often  of  your  own  money  as  well  to 
help  make  this  all  possible. 

To  recapitulate: 

Between  1968  and  the  end  of  1973  seven 
studies  relating  to  health  education  and  the  School 
of  Medicine  were  conducted  in  South  Dakota.  The 
final  and  possibly  most  comprehensive  study  was 
that  conducted  by  the  Legislative  Research  Coun- 
cil committee  under  the  leadership  of  then  Senator 
(now  Lt.  Governor)  Harvey  Wollman.  This  study 
recommended  as  had  some  of  its  predecessors  that 
South  Dakota  expand  its  traditional  basic  sciences 
school  of  medicine  into  a full  four-year  degree- 
granting institution  and  that  the  main  emphasis 
be  placed  on  the  training  of  family  practice  phy- 
sicians, and  furthermore  that  the  medical  educa- 
tion provided  by  it  be  based  upon  the  health  care 
delivery  model  rather  than  the  more  traditional 
research  model  of  the  large  university  center.  A 
major  movement  commenced  in  South  Dakota  to 
convince  the  people  and  the  legislature  of  the 
efficacy  of  such  a degree-granting  program  and  a 
statewide  “Citizens’  Committee  for  Medical  Edu- 
cation”, under  the  leadership  of  Mr.  John  Olson 
and  Mr.  Evans  Nord,  led  this  thrust. 


* Talk  given  at  the  Annual  Meeting  of  the  SDSMA  on 
May  30,  1975,  in  Sioux  Falls,  S.D. 

**Vice  President  for  Health  Affairs  and  Dean,  School  of 
Medicine,  University  of  South  Dakota,  Vermillion,  S.D. 


The  strength  of  this  idea  gained  overwhelming 
legislative  acceptance  with  the  ultimate  passage  of 
Senate  Bill  No.  30  by  a majority  of  35-0  in  the  Senate 
and  53-14  in  the  House.  It  was  the  specific  direction 
of  the  legislation  that  this  program  in  medical  edu- 
cation be  “family  practice-oriented”. 

Preliminary  plans  for  the  organizational  structure 
of  the  new  degree-granting  medical  school  proceeded 
rapidly.  Immediately  upon  signing  of  the  legislative 
bill  by  Governor  Kneip  a letter  of  request  was  sent 
to  the  Central  Office  of  the  Veterans  Administration 
requesting  conversion  of  the  Sioux  Falls  VA  into  a 
“Dean’s  Committee  Hospital”.  This  request,  whereby 
the  School  of  Medicine  agreed  to  assume  all  re- 
sponsibilities for  medical  education  in  that  institu- 
tion, was  promptly  approved.  Contracts  for  affiliation 
with  the  major  teaching  hospitals  (McKennan,  Sioux 
Valley  and  the  VA  in  Sioux  Falls,  and  Sacred  Heart 
in  Yankton)  were  effected  and  a Council  of  Affili- 
ated Teaching  Hospitals  (CATH)  was  formed. 

An  organizational  structure  was  formed  to  pro- 
vide for  the  addition  of  six  major  clinical  depart- 
ments to  the  existing  traditional  five  basic  science  de- 
partments in  Vermillion.  Four  of  these  chairs  have 
been  filled  subsequently  as  have  all  six  of  those  of  the 
individual  sections  within  the  Department  of  Surgery. 

Recruiting  has  proceeded  satisfactorily — and  we 
feel  rapidly — in  each  of  the  departments  with  the 
single  exception  of  Internal  Medicine  in  which  we 
are  still  actively  interviewing  candidates.  Meanwhile, 
Dr.  Ted  Sattler  is  Temporary  Chairman  and  progress 
has  been  satisfactory  in  the  implementation  of  the 
teaching  functions.  The  other  unfilled  chair  is  that  of 
Obstetrics  and  Gynecology.  This  department  is  run 
by  a three  man  committee  which  includes  Dr.  Brooks 
Ranney,  Chairman.  Dr.  Ranney,  whom  all  of  you 
know,  has  been  Clinical  Professor  of  Obstetrics  and 
Gynecology  for  many  years  at  our  school  and  his 
contributions,  like  those  of  his  Yankton  colleagues, 
have  been  substantial  in  the  two-year  medical  school. 
Other  members  of  the  committee  are  Dr.  Milton 
Mutch  (Sioux  Valley  Hospital)  and  Dr.  Russell  Orr 
(McKennan).  Dr.  Paul  Bruns,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gynecology  at 
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Georgetown  University,  is  expected  to  assume  the 
role  of  Temporary  Chairman  in  this  department  for  a 
minimum  of  nine  months  beginning  this  next  Septem- 
ber. Dr.  Bruns  is  also  Vice  President  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology. 

All  of  the  new  department  chairmen  and  many 
of  the  people  working  with  them  are  available  during 
the  several  days  of  this  meeting  and  it  is  my  hope  that 
many  of  you  will  have  the  opportunity  to  meet  and 
to  visit  informally  with  these  people.  They  are  the 
backbone  of  our  clinical  program.  We  are  proud  of 
them  and  of  the  credentials  which  they  have  brought 
to  us. 

Dr.  McVay  assumed  leadership  of  the  Curriculum 
Committee  for  development  of  the  clinical  program 
and  worked  tirelessly  through  the  summer  of  1974 
with  both  clinical  and  basic  science  faculty,  including 
outside  consultants,  particularly  Drs.  Thomas  John- 
son and  Robert  Daugherty  from  Michigan  State 
University. 

An  initial  site  visit  from  the  Liaison  Committee  on 
Medical  Education  (LCME)  was  requested  and  this 
took  place  last  April.  The  Survey  Team  was  im- 
pressed by  progress  up  to  that  time  and  recommend- 
ed to  the  full  committee  the  award  of  a Letter  of 
Reasonable  Assurance  (LRA)  to  our  institution. 

Because  of  the  satisfactory  development  over  last 
summer  a second  site  visit  wras  requested  for  last 
October  from  the  LCME.  As  a result  of  this  second 
comprehensive  survey  including  the  provision  of 
reams  of  preliminary  materials  from  our  institution, 
our  school  received  provisional  accreditation  with  the 
green  light  to  enroll  36-40  third  year  students  this 
spring.  It  was  necessary  for  us  to  accomplish  this  in 
this  amount  of  time  in  order  to  qualify  for  the  con- 
version funds  amounting  to  $50,000  per  third  year 
student  as  a “one-shot”  grant  from  the  expiring  Com- 
prehensive Health  Manpower  Act  of  1971. 

A grant  proposal  amounting  to  9.128  million 
dollars  over  a seven  year  period  was  submitted  to  the 
Veterans  Administration  and  awarded  in  its  entirety. 

The  rapidity  with  which  this  program  was  as- 
sembled, accredited,  and  funded,  all  attest  to  the 
potential  for  a degree-granting  medical  school  here  in 
South  Dakota,  a potential  which  had  been  expressed 
several  years  ago  by  one  official  as  “a  natural”. 

Much  of  this  already  seems  past  history.  There 
have  been  many  problems  but  it  is  not  my  intent  to 
dwell  upon  them.  To  mention  but  one,  our  school 
was  unsuccessful  for  the  first  time  in  its  history  in 
transferring  graduates  of  the  class  of  1974.  Although 
we  traditionally  had  a small  handful  of  students  who 
would  not  find  their  transfer  location  until  some  time 
during  the  summer,  when  we  graduated  our  class  a 
year  ago  this  spring  31  of  the  65  at  the  time  of  com- 


mencement had  yet  to  find  transfer  positions  outside 
of  South  Dakota.  Concurrent  with  the  organizational 
turmoil  of  last  summer  was  this  additional  task  of 
attempting  to  get  the  students  located.  Both  Dr. 
Quinn  and  Dr.  Jones  worked  ceaselessly,  contacting, 
often  recontacting  many  times,  virtually  all  of  the 
deans  and  admissions  committees  of  the  American 
medical  schools.  When  the  smoke  finally  cleared  last 
fall  all  but  three  of  these  students  had  been  situated. 
The  “holdovers”  have  now  been  successfully  ab- 
sorbed into  our  first  third  year  class. 

A few  words  regarding  this  first  third  year  class: 
The  maximum  acceptable  number  of  40  students 
began  their  third  year  curriculum  this  month  (May 
12).  Twenty-seven  of  these  students  will  spend  their 
entire  third  year  in  Sioux  Falls  and  13  in  Yankton. 
They  are  presently  in  the  midst  of  an  introductory 
six  weeks  course,  “Basics  of  Patient  Care”  and  per 
initial  reports  and  unofficial  straw  vote  satisfaction 
is,  I honestly  believe,  running  at  about  100%.  This  is 
an  exceptionally  well-qualified  class  of  students.  I am 
consistently  amazed  how  we  have  had  such  out- 
standing students  year  after  year  in  our  classes.  To 
my  mind  they  have  been  our  greatest  asset.  Down 
through  the  years  they  have  given  us  strength,  sta- 
bility, and  direction  at  a time  when  even  the  faculty 
itself  seemed  on  the  verge  of  faltering.  By  the  time 
we  convene  for  our  annual  convention  next  year  we 
will  have  four  classes  enrolled  in  our  school  with  an 
anticipated  student  body  of  210.  These  will  consist 
of  65  freshmen,  65  sophomores,  40  juniors  and  40 
seniors.  All  but  possibly  one  will  be  residents  of 
South  Dakota.  Six  students  remain  to  be  transferred 
from  this  year's  graduating  class  and  we  will  probably 
not  know  quite  where  we  stand  until  late  June  or 
early  July  when  scores  are  made  known  from  the 
June  Part  I of  the  National  Board  Examinations. 

Of  the  40  students  now  in  our  first  third  year  class 
I have  been  just  a bit  disappointed  that  only  two  are 
female.  Reassurance  is  provided  by  the  fact,  how- 
ever, that  in  our  entering  freshman  class  this  next 
fall  exactly  25%  will  be  female.  Nationwide  I’m  sure 
many  of  you  know  it  is  predicted  that  there  should 
be  38-40%  female  medical  students  by  the  end  of 
the  decade.  I was  interested  to  note  in  a recent  trip 
to  the  fairly  new  medical  school  in  Calgary,  Alberta, 
that  exactly  50%  of  their  incoming  freshman  class 
this  year  will  be  female. 

I would  now  like  to  turn  my  attention  to  quite  a 
different  aspect  of  the  medical  education  program, 
that  of  finances,  and  to  spend  the  next  several  min- 
utes discussing  with  you  some  of  the  basic  economics 
of  this  whole  program. 

Many  of  you  will  recall,  I’m  sure,  that  our  rec- 
ommendation to  the  1974  Legislature  was  that  our 
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state  funding  base  of  approximately  $800,000  be 
increased  in  stepwise  fashion  over  a four  year  pe- 
riod. We  requested  for  each  of  the  first  three  years 
increments  of  an  additional  $500,000  each  year 
bringing  our  state  base  up  from  $800,000  to  1.3 
million,  1.8  million,  and  2.3  million  dollars.  A fourth 
and  final  year’s  increase  of  $200,000  was  recom- 
mended to  bring  us  to  a total  state  tax  dollar  funding 
base  of  2.5  million  dollars  annually  for  Fiscal  Year 
(FY)  1978.  All  of  this  was  based  upon  1973  dollar 
value.  This  was  proposed  as  a “bare-bones”  budget 
but  one  which  we  felt  wholly  committed  to  honor.  It 
was  our  understanding  with  the  legislature  that  if 
they  held  to  this  commitment  we  would  hold  to  ours 
with  them  and  to  pursue  aggressively  additional  fund- 
ing from  whatever  sources  might  become  available. 
This  has  made  some  of  our  citizens  a little  uneasy. 
Since  inevitably  much  of  this  extramural  funding 
would  be  federal  in  nature  there  is  always  the  threat 
that  it  might  be  cut  off.  I do  not  feel  that  this  should 
quell  our  efforts  to  seek  outside  funding  whether 
from  the  federal  or  private  sector,  but  this  should  be 
watched  carefully  and  I assure  you  that  it  is.  Total 
cessation  of  federal  funding  would  have  virtually  put 
even  our  two  year  school  out  of  business  and  it  is  a 
fact  of  life  that  it  is  an  important  source  to  our 
degree-granting  program.  It  behooves  us  to  watch 
carefully  the  commitments  that  are  necessary  to  ob- 
tain this  money  and  to  insure  that  it  does  not  in  any 
way  divert  us  from  our  primary  purpose  of  training 
family  physicians  and  primary  care  physicians.  But 
to  sit  contentedly  at  home  and  expect  the  taxpayers 
of  South  Dakota  to  pick  up  the  full  tab  for  medical 
education  is  wholly  unrealistic.  But  at  the  same  time 
the  preservation  of  our  state  base  is  vital.  Any  sug- 
gestion that  the  legislature  might  back  off  from  that 
base  would  potentially  seriously  threaten  the  ac- 
creditation of  this  program  and  would  almost  cer- 
tainly threaten  the  commitment  from  outside  sources 
which  closely  examine  the  commitment  of  the  state 
to  its  institution  before  making  one  of  their  own.  In  its 
own  commitment  this  year  the  legislature  honored  to 
the  dollar  our  request.  We  in  turn  honored  to  the 
dollar  what  we  said  we  would  ask  for  in  our  original 
proposal  now  1 Vi  years  old.  Federal  funding  of  med- 
ical education  is  a fact  of  life  for  our  institution  and 
every  other  medical  school  in  the  country.  It  simply 
behooves  us  to  watch  this  type  of  funding  carefully 
and  to  insure  that  it  does  not  distort  our  purposes. 

Fortunately,  there  is  every  indication  that  the 
major  thrust  of  health  care  and  medical  education 
legislation  in  the  present  Congress  will  be  directed 
toward  problems  of  geographic  and  specialty  mal- 
distribution. I believe,  therefore,  that  we  are  fortu- 
nate in  finding  ourselves  in  our  present  circumstances. 


With  our  geographic  location  and  our  commitment 
to  primary  care  and  family  practice  we  are  at  the 
very  forefront  of  national  trends  in  medical  education 
and  in  proposed  congressional  legislation.  As  one  of 
the  deans  from  one  of  the  traditional  research- 
oriented  eastern  schools  mentioned  to  me  at  the 
recent  Annual  Council  of  Dean’s  meeting  (COD), 
we  here  are  in  a position  as  few  other  medical 
schools  in  the  country  to  answer  to  the  problems  of 
training  of  primary  care  physicians  for  rural  prac- 
tice. He  spoke  with  envy  of  our  position  in  contrast 
to  his  own  in  which  his  faculty  simply  remains  un- 
willing to  veer  from  its  traditional  commitment  to 
research  at  the  expense  of  primary  care  training. 

In  further  answer  to  those  who  might  criticize  the 
acceptance  of  what  is  traditionally  referred  as  “soft 
money”  in  contrast  to  state  appropriations,  usually 
referred  to  as  “hard  money,”  I would  like  to  make 
one  simple  observation.  The  state  appropriation  to 
The  University  of  South  Dakota  this  past  year  was  a 
little  over  nine  million  dollars.  This  is  only  approxi- 
mately 36%  of  its  total  cost  of  operations.  Without 
external  funding  could  even  The  University  of  South 
Dakota  itself,  much  less  the  School  of  Medicine, 
exist? 

Without  boring  you  with  a lot  of  additional  sta- 
tistics I would  like  to  state  that  of  our  eleven  de- 
partments (five  basic  science  and  six  clinical),  in- 
dividual department  annual  budgets  vary  from  a low 
of  approximately  $160,000  in  Anatomy  to  a high  of 
$302,000  in  Internal  Medicine.  Much  of  the  latter 
is  derived  from  the  VA  contribution  and  grant 
sources. 

Next  I would  like  to  discuss  the  financial  relation- 
ships of  the  faculty  to  the  School  of  Medicine.  Our 
traditional  basic  science  faculty  has  always  been 
what  we  refer  to  as  “strict  full-time”.  These  people 
like  any  other  state  employees  are  committed  to  a 
full-time  career  with  the  university  although,  like  all 
faculty  employees  in  the  seven  state  colleges  and  uni- 
versities, they  have  the  option  of  spending  one  day 
per  week  in  outside  activity  or  consultation.  Those 
who  do  fill  out  a form  and  this  is  filed  with  the 
President’s  office. 

Now  with  regards  the  clinical  faculty:  At  the 
time  I took  this  position,  and  in  subsequent  dis- 
cussions with  both  the  Joint  House-Senate  Appro- 
priations committee  as  well  as  the  Board  of  Regents, 
I have  discussed  the  flexibility  with  employment  of 
faculty  that  is  to  be  necessary  if  we  are  indeed  to  have 
a community  hospital-based  medical  education  pro- 
gram including  the  whole  spectrum  of  physician 
arrangements  from  those  who  simply  donate  a small 
part  of  their  time  free  to  those  who  are  “strict  full- 
time”. This  encompasses  of  necessity  arrangements 
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with  community  physicians  who  may  be  part-time, 
51%  or  more  university  time  (so  called  “geographic 
full-time”),  to  those  who  devote  the  greatest  pro- 
portion of  their  time  to  teaching,  organizational  and/ 
or  research  commitments  with  relatively  little  clinical 
practice  outlet.  Within  this  gamut  there  are  also 
physicians  who  are  in  solo  practice  including  those 
who  have  created  solo  professional  corporations, 
partnerships,  and  group  practices  which  exist  as 
either  partnerships  or  professional  corporations. 

For  the  largest  group  of  these  physicians  it  is  of 
benefit  to  both  the  university  and  to  them  to  allow 
them  to  maintain  at  least  a part-time  private  practice 
for  the  maintenance  of  professional  skills,  provision 
of  clinical  teaching  patient  material,  as  well  as  for 
salary  augmentation  to  a competitive  national  level. 
Particularly  in  these  days  of  soaring  malpractice  in- 
surance costs  (if  available  at  all)  it  seems  desirable 
to  cause  as  little  disruption  as  possible  with  the  use 
of  the  community  physician  as  faculty  member  in 
his  practice  methods  and  financial  program.  In  an 
effort  to  provide  this  accommodation  to  its  faculty 
and  to  achieve  the  necessary  flexibility  while  still 
retaining  adequate  controls  to  ensure  the  quality  of 
the  program  in  medical  education,  the  school  has 
entered  into  contractual  arrangements  of  a number 
of  types,  to  the  mutual  benefit  of  both  parties. 

I would  like  to  cite  a few  examples  of  these  types 
of  financial  arrangements.  (I  have  attempted  to  al- 
low several  minutes  at  the  end  of  this  talk  for  ques- 
tions and  it  is  my  hope  that  if  any  of  you  have  con- 
cerns in  this  area  that  you  will  find  this  a receptive 
and  open  forum  for  discussion.  However,  please 
consider  these  examples) : 

(1)  Group  professional  corporations:  Several  of 
these  contractual  arrangements  are  now  in 
effect.  Under  this  type  of  arrangement  the 
school  contracts  with  a professional  corpora- 
tion, in  two  instances  the  Yankton  Clinic 
P.A.  or  West,  Ltd,  a teaching  corporation 
which  employs  the  services  of  pathologists 
from  the  Laboratory  of  Clinical  Medicine  in 
Sioux  Falls  to  engage  in  significant  educa- 
tional roles  within  the  school.  With  the  Yank- 
ton Clinic  P.A.  the  services  of  a number  of 
the  members  of  the  Yankton  Clinic  are  con- 
tracted for  to  fill  specific  positions  and  assign- 
ments, and  the  same  holds  true  for  the  Sioux 
Falls  corporation.  The  savings  to  the  school 
are  substantial,  amounting  to  approximately 
15%  at  present,  very  probably  considerably 
more  in  the  future.  This  is  because  of  soaring 
malpractice  insurance  rates  but  includes  also 
the  fact  that  the  university  does  not  have 
to  pay  nor  provide  social  security  benefits, 


health  and  life  insurance,  paid  vacation  bene- 
fits, or  to  allow  for  sick  leave,  etc.  with  such 
arrangements. 

(2)  Solo  professional  corporations:  At  present  no 
contracts  of  this  type  are  in  existence  but 
almost  certainly  within  a year  they  will  be- 
come a fact  of  life. 

(3)  Solo  physicians:  A number  of  physicians  are 
employed  for  part-time  faculty  teaching  at 
specified  amounts  and  for  specified  duties. 

(4)  Group  partnerships:  Physicians  presently  be- 
longing to  groups  are  employed  on  a part- 
time  basis  as  are  salaried  physicians. 

All  of  the  above  situations  relate  to  physician 
members  of  our  faculty  who  already  have  had  es- 
tablished praotices  in  the  community  prior  to  their 
employment  on  our  faculty. 

However,  for  those  new  faculty  who  are  joining 
our  school  a different  set  of  conditions  prevails. 
These  are  physicians  who  would  be  in  the  “geograph- 
ic full-time”  category,  devoting  in  excess  of  51% 
of  their  time  to  the  education  programs  of  the  school 
but  who  still  have  the  need  to  maintain  their  skills 
through  seeing  patients  on  a part-time  clinical  prac- 
tice basis  and  who  hopefully  would  also  be  allowed 
certain  fringe  benefits  and  augmentation  of  income 
beyond  that  ordinarily  provided  for  other  state  em- 
ployees. At  the  same  time  it  is  the  intent  of  the 
school  to  “clamp  a lid”  on  augmentation  income 
which  any  of  these  physicians  might  realize  through 
such  a mechanism. 

To  accomplish  these  mutual  purposes,  all  of  which 
have  been  previously  discussed  with  the  Board  of 
Regents,  the  faculty  has  now  proposed  a Medical 
Service  Plan  (MSP)  as  a non-profit  (501-C-3)  cor- 
porate entity.  The  MSP  would  function  as  a vehicle 
or  mechanism  through  which  faculty  physicians  of 
the  school  could  engage  on  a part-time  basis  in  the 
private  practice  of  medicine  under  predetermined 
guidelines  and  continuing  scrutiny.  It  is  our  intent 
that  salary  levels  will  be  set  prior  to  employment 
and  negotiated  by  contract  on  an  annual  basis.  The 
level  of  base  salary  is  to  be  stipulated  by  the  contract 
with  the  state  of  South  Dakota  and  the  level  of  aug- 
mentation or  practice  income  would  have  a definite 
ceiling  above  which  actual  earnings  would  not  accrue 
to  an  individual  but  rather  to  the  “plan”  itself.  Such 
“excess”  earnings,  if  any,  would  be  used  for  the  sup- 
port of  the  medical  education  program.  It  is  intended 
that  the  plan  will  eventually  become  self-supporting 
as  far  as  expenses  of  administration  are  concerned 
and  that  it  would  hopefully  assume  the  responsibility 
for  malpractice  insurance  for  its  members  as  well  as 
to  provide  other  fringe  benefits.  Although  the  con- 
cept of  this  has  been  discussed  informally  with  the 
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Board  of  Regents  and  the  Joint  Appropriations  Com- 
mittee of  the  legislature,  more  formal  hearings  with 
each  body  have  been  scheduled  for  June.  The  pro- 
posed MSP,  if  implemented,  would  very  definitely 
limit  the  private  practice  income  of  our  faculty  mem- 
bers, allowing  the  school  the  necessary  control  to 
insure  the  accomplishment  of  its  educational  ob- 
jectives, and  hopefully  remove  any  possibility  of 
threat  to  the  private  practice  community,  thus  avert- 
ing any  possibility  of  a “town-gown”  split.  This  MSP 
would  apply,  of  course,  to  relatively  few  physicians, 
yet  we  feel  its  implementation  to  be  a very  neces- 
sary part  of  the  medical  school  program. 

Many  of  you  here  in  this  room  are  already  familiar 
with  this  concept  and  support  it.  It  is  our  hope  that 
it  would  have  the  acceptance  of  all  of  you  if  approved 
as  recommended  and  subsequently  implemented. 

It  is  not  the  purpose  of  this  talk  to  dwell  on  mat- 
ters of  economics  but  I would  want  all  of  you  to  feel 
that  the  conduct  and  operation  of  this  school  has 
been  and  will  be  characterized  by  complete  openness 
of  purpose,  planning,  and  operation  at  all  times.  All 
agreements  and  contracts  are  approved  by  the  presi- 
dent of  our  institution.  Dr.  Richard  Bowen,  and  by 
the  Board  of  Regents.  It  goes  almost  without  stating 
that  this  school  belongs  to  the  state  of  South  Dakota, 
all  financial  records  are  subject  to  audit  at  any  time, 
and  I promise  each  of  you  that  any  arrangements, 
financial  or  otherwise,  are  open  to  your  scrutiny  at 
any  time.  I would  be  pleased  to  answer  any  questions 
in  this  regard,  either  at  the  conclusion  of  my  talk, 
or  at  any  other  time.  The  more  you  and  any  of  the 
other  citizens  of  South  Dakota  can  know  and  under- 
stand our  operations  the  sounder  will  be  the  base  of 
our  institution  and  the  less  would  be  the  impact  of 
any  suggestions  that  we  have  something  to  hide. 

I would  like  to  return  now  and  discuss  for  the  next 
several  minutes  the  relationships  of  the  medical  edu- 
cation program  in  the  community.  In  doing  so  I 
would  like  to  quote  Dr.  Edward  Kowaleski  whom 
some  of  you  know  as  Chairman  of  the  Department 
of  Family  Medicine  at  the  University  of  Maryland: 
“Most  of  the  essentials  and  requirements  of  good 
primary  care  teaching  and  practice  can  be  accom- 
plished if  from  the  outset  there  is  a clear  under- 
standing of  and  commitment  to  the  concept  of  pri- 
mary care  by  the  people  in  the  institutions  involved. 
For  example,  it  must  be  clearly  understood  and  ac- 
cepted without  any  reservations  by  the  community 
and  the  associated  medical  school  that  such  an  asso- 
ciation is  not  a takeover  of  one  by  the  other.  It  must 
be  clearly  understood  that  in  the  education  of  future 
primary  care  physicians,  the  service  component, 
while  important,  must  be  kept  in  constant  balance 
and  not  be  permitted  to  dominate.  The  demonstra- 


tion and  teaching  of  effective  primary  care  will  re- 
quire some  changes  in  the  traditional  attitudes,  ap- 
proaches, facilities,  financing  and  staffing  that  need 
not  be  disruptive  or  threatening  to  the  existing  or- 
ganizational structure.  The  establishment  of  primary 
care  should  not  mean  that  it  takes  away  from  other 
interests  but  it  should  mean  that  primary  care  can 
and  will  complement  and  strengthen  these  other  in- 
terests.” 

It  is  our  belief,  which  only  you  here  can  truthfully 
speak  to,  that  the  development  of  the  medical  school 
thus  far  has  not  threatened  in  any  way  the  private 
practice  of  any  physician  member  of  this  organiza- 
tion. Also  our  hospitals  have  preserved  their  in- 
tegrity: Any  new  physician  faculty  member  has  to 
apply  for  staff  membership  through  the  same  route 
as  a nonfaculty  member.  As  a former  member  of  the 
private  sector,  and  it  wasn’t  all  that  long  ago,  I have 
accepted  that  the  greatest  opportunity  and  challenge 
of  my  position  is  to  effect  the  blending  of  quality 
medical  education  with  the  privately  practicing  phy- 
sician. There  has  been  concern  that  the  commitment 
of  the  physician  in  private  practice  will  gradually 
diminish  as  “the  novelty  wears  off”  or  that  eventually 
the  full-time  academic  members  of  the  faculty  will 
“take  over”.  The  former,  of  course,  that  of  a dimin- 
ishing interest  on  the  part  of  the  community  phy- 
sicians, would  virtually  assure  the  latter.  This  whole 
school  has  been  developed  in  a spirit  of  faith  and 
trust  and  I have  no  stronger  personal  commitment 
than  to  see  that  either  of  the  above  should  never 
happen.  Such  would  truly  spell  the  doom  of  our 
school! 

I would  like  to  reaffirm  at  this  time  several  other 
commitments  regarding  which  we  are  adamant: 

( 1 ) We  are  committed  to  our  budget  as  proposed 
nearly  two  years  ago  to  the  legislature.  We 
anticipate  whatever  inflationary  increment  is 
added  to  the  bases  of  any  of  the  other  seven 
state  colleges.  But  I am  unaware  of  any 
school  or  any  other  branch  of  state  govern- 
ment which  has  openly  and  publicly  com- 
mitted itself  to  a budget  for  years  in  advance 
as  we  have.  Thus  far  we  have  not  deviated 
one  dollar  from  this:  we  do  not  intend  to. 

( 2 ) In  what  some  have  described  as  a refounding 
of  the  School  of  Medicine  with  a wholly 
different  mission  from  the  past,  we  remain 
unalterably  committed  to  a family  practice 
orientation,  realizing  at  the  same  time  that 
this  of  necessity  implies  the  most  broadly 
trained  physician  with  at  least  some  exposure 
to  virtually  every  branch  of  medicine,  rather 
than  the  more  narrowly  trained  specialty- 
oriented  medical  student  who  “tracks”  from 
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an  early  point  in  his  medical  education.  In 
addition  to  our  commitment  to  family  prac- 
tice we  recognize  the  need  for  and  contribu- 
tions of  training  in  the  other  primary  care 
specialties. 

(3)  We  remain  firmly  committed  to  our  multi 
community  base.  The  basic  sciences  will  re- 
main on  the  Vermillion  campus.  The  roles 
of  both  Yankton  and  Sioux  Falls  have  been 
and  will  continue  to  be  absolutely  vital.  The 
occasional  rumors  that  somehow  the  medical 
school  will  move  to  Sioux  Falls  are  absolutely 
false.  We  are  personally  committed  to  both 
communities,  and  to  the  state  as  a whole. 

I would  next  like  to  turn  to  the  subject  of  graduate 
education  for  a few  minutes.  As  all  of  you  are  prob- 
ably aware,  we  have  graduate  medical  education 
programs  in  Sioux  Falls  and  Yankton,  presently  con- 
sisting of  fully  accredited  training  programs  in  family 
practice,  surgery,  obstetrics  and  gynecology  and  path- 
ology. To  this  group  has  recently  been  added  the 
approved  program  in  internal  medicine  under  Dr. 
Sattler  at  Sacred  Heart  Hospital  as  an  affiliated 
institution  of  the  school.  It  is  to  Dr.  Sattler’s  credit 
that  he  took  the  initiative  to  develop  this  program  and 
to  seek  its  accreditation.  It  is  our  hope  that  upon 
initial  implementation  in  Yankton  it  may  ultimately 
find  fertile  soil  to  nourish  as  well  in  the  Sioux  Falls 
hospitals,  probably  initially  at  the  VA. 

Most  physicians  now  (and  by  the  end  of  this  dec- 
ade virtually  all  of  them)  will  probably  be  taking  a 
total  of  at  least  seven  or  eight  years  of  formal  training 
in  medical  education  before  beginning  practice,  yet 
the  M.D.  degree  itself  continues  to  be  awarded  after 
four  years.  The  weakest  point  in  our  medical  edu- 
cation program  in  South  Dakota  as  I see  it,  and  what 
I hope  may  be  the  greatest  challenge  to  those  of  you 
here  today,  is  to  develop  over  the  next  several  years 
additional  residency  training  programs  in  primary 
care  areas  particularly  in  family  practice.  You  are 
aware,  of  course,  that  the  present  legislative  funding 
for  the  degree-granting  medical  school  includes  no 
funds  for  direct  subsidies  of  residencies,  although 
indirectly,  because  of  the  intimate  association  of 
undergraduate  with  graduate  medical  education,  sub- 
sidy of  the  latter  by  the  former  is  possible  if  not 
inevitable  through  sharing  of  faculty,  libraries,  etc. 

I can  only  underscore  the  sixth  and  last  of  the 
major  recommendations  made  by  Lt.  Gov.  Woll- 
man’s  LRC  Committee,  “That  physicians  and  hos- 
pitals . . . using  the  degree-granting  medical  school 
as  a solid  foundation,  take  bold  and  positive  steps  to 
significantly  expand  existing,  or  create  additional, 
residency  programs  (in  South  Dakota).” 


Already  there  has  been  an  expression  of  interest 
on  the  part  of  hospitals  and  physicians  in  several 
areas  of  the  state  in  the  possibility  of  expansion  of 
the  Family  Practice  Residency  program  from  Sioux 
Falls,  possibly  consisting  of  Years  II  and  III  in  a 
location  away  from  Sioux  Falls,  and  hopefully  even 
eventually  as  a separate,  autonomous  three-year  pro- 
gram. If  indeed  we  are  to  retain  significant  numbers 
of  our  young  graduating  physicians  here  in  South 
Dakota  it  is  imperative  that  they  find  residency 
training  slots,  hopefully  predominantly  in  family 
medicine,  in  other  of  the  larger  communities  in 
South  Dakota.  I cannot  overly  emphasize  the  neces- 
sity of  this  or  its  urgency.  In  my  mind  it  is  on  this 
specific  point  that  the  future  of  our  School  of  Medi- 
cine hinges.  Although  we  have  definite  budgetary 
constraints  already  indicated  above,  this  school  and 
its  faculty  stands  ready  and  willing  to  assist  in  the 
planning  and  development  of  any  new  family  practice 
residency  programs  in  any  way  possible.  We  ask 
your  help! 

As  further  evidence  of  its  commitment  to  con- 
structive partnership  in  the  continuum  of  medical 
education,  from  medical  school  through  what  used 
to  be  internship  (and  as  of  July  1 will  be  residency 
only),  and  on  through  post-graduate  lifelong  con- 
tinuing education,  the  School  of  Medicine  reaffirms 
its  commitment  to  assistance  in  the  provision  of 
programs  of  continuing  education  along  the  lines 
proposed  by  our  association  and  its  leader  in  this 
area.  Dr.  Eberhard  Heinrichs  of  Watertown.  As  our 
faculty  grows  and  as  our  undergraduate  programs 
are  achieved,  we  now  offer  ourselves  to  assistance 
in  this  area.  As  in  all  other  programs  of  medical 
education  in  this  state,  we  have  no  interest  in  “taking 
over”.  Our  interests  are  in  working  together  in  con- 
structive partnership  in  effecting  the  best  possible 
programs  with  the  Medical  Association,  the  hospital 
medical  staffs,  and  in  providing  assistance  to  other 
programs  of  medical  education  in  the  health  field  in- 
cluding nursing  and  allied  health  programs.  We  are 
currently  seeking  an  assistant  dean  for  allied  health 
training  to  coordinate  assistance  in  this  latter  area. 

CONCLUSION 

It  would  be  less  than  appropriate  if  I concluded  my 
remarks  without  saying  a little  about  the  contribu- 
tions of  this  organization  and  of  at  least  a few  of  its 
many  members  who  have  contributed  so  significantly 
to  the  development  of  the  degree-granting  medical 
school.  The  State  Medical  Association  has  provided 
much  of  the  base  for  this  school,  both  political  and 
academic.  Not  to  be  underestimated  are  the  substan- 
tial financial  contributions  which  have  come  from 
many  of  you  here  in  this  room. 
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Our  present  president,  Dr.  Bob  Van  Demark  has 
worked  quietly  and  effectively  in  support  of  the 
school  since  the  days  when  he  was  one  of  its  own 
students.  Other  past  presidents  have  worked  con- 
sistently and  effectively  without  wavering  in  support 
of  this  concept  and  it  behooves  me  to  mention  Jack 
Elston,  Bob  Bartron,  Joe  Muggly,  Bob  Hayes,  Bill 
Taylor,  Ted  Sattler,  as  well  as  our  president-elect, 
Gerry  Tracy.  Bob  Quinn  has  never  failed  to  respond 
to  my  incessant  requests  for  help  and  probably  as 
much  or  more  than  anyone  is  responsible  for  the 
reception  this  proposed  program  has  had  at  the 
national  level,  particularly  with  officials  from  the 
AMA  and  most  importantly  with  the  Council  on 
Medical  Education  and  the  AMA  members  from  it 
who  sit  on  the  Liaison  Committee  on  Medical  Edu- 
cation, the  accreditation  body  itself.  Time  and  again, 
and  often  at  the  end  of  a long,  hard  day  or,  just  as 
often  at  the  end  of  a long,  hard  night  when  he  was 
exhausted  from  emergency  calls,  Bob  would  fly  into 
Chicago  on  short  notice  to  meet  and  to  visit  with  the 
AMA  accreditation  people.  Jack  Gregg  and  Bernard 
Begley  have  donated  uncounted  hours  of  personal 
time  in  organization  and  administration.  Bob  John- 
son, our  Executive  Secretary,  played  a major  role  in 
effecting  the  legislation  which  has  made  this  possible 
and  has  been  unwavering  in  his  subsequent  support. 

In  addition  to  numerous  duties  and  commitments 
at  the  national  level,  in  addition  to  his  already  signi- 
ficant teaching  load  in  the  two-year  school,  and  his 
own  residency  program,  Dr.  Chet  McVay  took  on  the 
additional  duties  of  chairman  of  the  Department  of 
Surgery  and  chairman  of  the  Clinical  Curriculum 
Committee.  Dr.  Sattler  has  worked  tirelessly  in  his 
triple  role  as  Professor,  Acting  Chairman,  and  As- 
sistant Dean.  The  support  from  the  Yankton  medical 
community,  always  well-known  for  its  traditional 
contributions  to  our  two-year  school,  has  broadened 
to  include  two  more  and  important  years. 

In  the  Sioux  Falls  community  probably  no  single 
one  person  has  been  more  traditionally  identified 
with  the  School  of  Medicine  than  Warren  Jones. 
Warren  worked  totally  for  the  school  last  summer, 
even  to  the  point  of  giving  up  what  little  vacation  he 
had,  serving  as  both  chairman  of  the  Clinical  Faculty 
Recruitment  Committee,  Assistant  Dean,  and  still 
finding  countless  hours  to  telephone  and  to  write 
back  and  forth  across  the  country  in  his  efforts  to 
locate  our  non-transferred  students.  Warren  is  step- 
ping aside  this  year  from  his  administrative  role  as 
Assistant  Dean  in  order  to  devote  more  time  to  clini- 
cal and  bedside  education  here  in  Sioux  Falls.  To  all 
of  the  above  mentioned  and  to  many  others  this 
school  will  always  owe  an  undying  debt  of  gratitude. 


Two  years  ago  in  my  talk  to  the  House  of  Dele- 
gates, I compared  our  plans  and  hopes  for  a new 
degree-granting  medical  school  to  that  of  the  gesta- 
tion of  an  infant  and  concluded  with  the  hopes  that 
“our  new  baby — when  and  if  delivered,  wouldn’t 
have  a post-maturity  syndrome  and  wouldn’t  be  a 
monster”.  It  is  my  pleasure  to  report  to  you  that  our 
new  baby  is  alive  and  well.  Whether  this  baby  now 
continues  to  thrive  will  depend  very  much  on  all  of 
you  who  are  here  in  this  room  today. 

Thank  you. 


NATIONAL  LIMBS,  INC. 

620  West  1 8th  Street 
Sioux  Falls,  South  Dakota 
Manufacturer  of  orthopedic  appliances, 
artificial  limbs,  and  surgical  supports. 


PHYSICIAN  WANTED 

Small  University  community  in  south- 
eastern South  Dakota  urgently  needs 
FP/GP  or  Internist  to  serve  solo  or 
associate  with  established  group.  Op- 
portunity to  participate  in  clerkship 
program  with  USD  Medical  School. 
For  further  information  contact: 

D.  Garris,  Administrator 
Dakota  Hospital 
Vermillion,  SD  57069 
(605)  624-261 1 


34 


SOUTH  DAKOTA 


ll) 


DAKOTA  JOURNAL 

«:n* 

OF  MEDICINE 


Published  Monthly  by  the  S.D.  State  Medical  Assn. 


V olume  XXVIII  October  1975  Number  10 


Clinicopathologieal  Conference 
Six  and  One-Half  Month  Old  Infant 
With  Fever  and  Irritability 

John  F.  Barlow,  M.D. 

Howard  Hoody,  M.D.  7 


Problem  Solving  in  Diagnostics 
and  Therapeutics  of  Neurology 
Lecture  #2 — Bedside  Diagnostix 

George  Flora,  M.D.  15 

Compartment  Syndromes 

Franklin  G.  Alvine,  M.D.  25 


t 


Table  of  Contents:  page  2 


Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07 1 10 


OCTOBER  1 975 


1 


SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 


Official  publication  of  the  South  Dakota  State  Medical  Association 


608  West  Avenue,  N. 

Sioux  Falls,  South  Dakota  57104 


Official  publication  of  the  Official  publication  of  the 

South  Dakota  Chapter  of  South  Dakota  Chapter  of 

The  American  Academy  of  the  American  College  of  Surgeons 
Family  Physicians 


R.  E.  Van  Demark,  M.D. 

Editor 


OCT.  1975 

Vol.  XXVIII/No.  10 

Subscription  Rate 
Yearly  $5.00  — Single  Copy  50tf 


Robert  D.  Johnson 
Business  Manager 


CONTENTS 


EDITORIAL  COMMITTEE 

John  F.  Barlow,  M.D. 

C.  R.  Stoltz,  M.D. 
W.  O.  Hanson,  M.D. 

Loren  Amundson,  M.D. 

H.  J.  Stensrud,  M.D. 
Warren  Golliher,  M.D. 

T.  A.  Hohm,  M.D. 
Harold  Fletcher,  M.D. 
Jay  Hubner,  M.D. 

D.  N.  Fedt,  M.D. 
C.  B.  Gwinn,  M.D. 
Charles  Loos,  M.D. 

R.  E.  Shaskey,  M.D. 
Lawrence  Finney,  M.D. 

Controlled  Circulation 
Postage  Paid  at 
Louisville,  Kentucky 


Future  Meetings  2 

Clinicopathological  Conference  7 

Problem  Solving  in  Diagnostics 
and  Therapeutics  of  Neurology 
Lecture  #2 — Bedside  Diagnostix 

George  Flora,  M.D 15 

Laboratory  Aids 

South  Dakota  Pathology  Page  17 

President’s  Page  19 

Compartment  Syndromes 

Franklin  G.  Alvine,  M.D 25 

South  Dakota  AFP  Chapter  News  33 

This  Is  Your  Medical  Association  39 


Future  Meetings 


October 

Mayo  Outreach  Seminar,  “Treadmill 
Stress  Testing”  and  “Indications  For 
Coronary  Arteriography,”  McKen- 
nan  Hosp.,  Sioux  Falls,  Oct.  24,  25. 
5 credit  hrs.,  Type  I.  Sec:  Med.  Ed., 
McKennan  Hosp.,  Sioux  Falls,  SD 
57101. 

41st  Annual  Scientific  Assembly  of 
the  American  College  of  Chest  Phy- 
sicians, Disneyland  Hotel  and  Ana- 
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CA,  Oct.  26-30.  Tuition:  ACCP 
members  — none;  non-members  — 
$75.  Ex.  Dir:  Alfred  Soffer,  MD, 
American  College  of  Chest  Physi- 
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Ridge,  IL  60068. 
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Minn.  Med.  School,  143  Owre  Hall, 
Hosp.  Box  293,  Minneapolis,  MN 
55455. 


First  Annual  Mid-American  Breast 
Cancer  Symposium,  Concourse 
Hotel,  Madison,  WI,  Nov.  7-8.  9 
hours  Category  II  AMA  credits. 
Wisconsin  Breast  Cancer  Detection 
Foundation,  7803  Mineral  Point 
Rd„  Madison,  WI  53717. 

Conference  on  Human  Sexuality, 

Creighton  U.,  Omaha,  NE,  Nov. 
7-9.  Coord,  for  Con.  Ed.,  Creighton 
U.,  2500  California,  Omaha,  NE 
68178. 


Refraction  for  the  Non-Ophthalmolo- 
gist, U.  Hosp.,  U.  of  Minn.,  Nov. 
12-14.  Fee — $150.  AMA  credits. 
Office  of  Con.  Med.  Ed.,  U.  of 
Minn.  Med.  School.  143  Owre  Hall, 
Hosp.  Box  293,  Minneapolis,  MN 
55455. 


Mayo  Outreach  Seminar,  “Common 
Problems  Related  To  The  Thyroid 
Glands”  and  “Common  Problems 
Related  To  The  Parathyroid  Gland,” 

McKennan  Hosp.,  Sioux  Falls,  Nov. 
21,  22.  5 credit  hrs.,  Type  I.  Sec: 
Med.  Ed.,  McKennan  Hosp.,  Sioux 
Falls,  SD  57101. 

AMA  Clinical  Convention,  Honolulu, 
Hawaii,  Nov.  30-Dec.  5.  Con.  Ser- 
vices Dept.,  AMA,  535  N.  Dear- 
born St.,  Chicago,  IL  60610. 

December 

Phenomenology  and  Treatment  of  De- 
pression, The  Shamrock  Hilton  Ho- 
tel, Houston,  TX,  Dec.  4-5.  Fee — 
$150.  15‘/2  hrs.  Category  I AMA 
and  prescribed  AAFP  credits.  Dir: 
Office  of  Con.  Ed.,  Baylor  College 
of  Med.,  Texas  Med.  Cen.,  Hous- 
ton, TX  77025. 

Cardiac  and  Respiratory  Disease  Con- 
ference, U.  of  Iowa,  Iowa  City,  IA, 
Dec.  5.  AMA  and/or  AAFP  credits. 
Office  of  Con.  Med.  Ed.,  U.  of  Iowa 
Coll,  of  Med.,  101  CMAB,  Iowa 
City,  IA  52242. 

Conference  on  Obstetrics  and  Gyne- 
cology, U.  of  Iowa,  Iowa  City,  LA, 
Dec.  10-11.  AMA  and/or  AAFP 
credits.  Office  of  Con.  Med.  Ed., 
U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  IA  52242. 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SIX  AND  ONE-HALF  MONTH  OLD  INFANT  WITH 
FEVER  AND  IRRITABILITY 


Howard  Hoody,  M.D.* 

Resident-Discusser 


CASE  NO.  639422 

This  six  and  one-half  month  old  male  infant  was  ad- 
mitted with  a three  week  history  of  fever,  irritability, 
vomiting,  and  diarrhea. 

The  patient  was  well  until  approximately  three  weeks 
prior  to  admission  when  he  developed  a fever  of  104°F. 
At  that  time  he  was  treated  by  penicillin  and  tetracycline 
but  did  not  respond  and  continued  to  have  a fever  of 
103-104°.  He  had  been  given  aspirin  and  was  extremely 
irritable.  In  spite  of  the  antibiotic  and  aspirin,  over  the  next 
few  days  the  patient's  irritability  increased  and  the  fever 
continued  in  the  range  of  103°  F.  The  patient  was  given  a 
second  shot  of  penicillin  three  days  after  the  first.  The 
fever  went  down  to  the  range  of  100°,  but  rose  again  one  day 
later,  in  spite  of  aspirin,  sponges  and  acetominophen,  the 
fever,  vomiting,  and  irritability  continued.  Over  this  period 
of  time  he  had  been  treated  with  250,000  units  of  penicillin 
every  eight  hours  for  five  days,  oxytetracycline  every  six 
hours  for  six  days  and  Lincomycin  for  five  doses.  The  fever 
had  ranged  between  99°  and  104°.  There  were  occasional 
loose  stools.  White  count  had  ranged  from  35,000/mm3  to 
39,000/mm3  with  a shift  to  the  left.  The  hemoglobin  was 
11  gms/dl,  and  hematocrit  32  vols/dl,  sodium  145  meq/L, 
potassium  6.6  meq/L. 

The  patient  had  been  well  and  his  growth  and  develop- 
ment had  been  normal  until  the  present  illness.  He  was  the 
product  of  a gravida  II,  para  2002;  and  the  birth  weight  was 
7 pounds  8 ounces.  There  were  no  complications  of 
pregnancy,  labor,  delivery,  or  the  neonatal  period.  He  was 
a breech  presentation.  He  had  a case  of  impetigo  during 
the  neonatal  period.  There  was  no  family  history  of  inherit- 
able disease. 

PHYSICAL  EXAMINATION:  Temperature  100.4°F, 

pulse  148  and  regular  (crying),  respirations  20/minute, 
weight  15  pounds.  The  child  was  pale,  well-developed,  well- 
nourished,  but  irritable.  The  fontanel  was  soft.  Sutures  were 
not  separated.  An  occipital  frontal  circumference  was  44 
cm.  Examination  of  the  head  and  neck  was  unremarkable. 
The  neck  was  supple  and  the  pupils  were  round  and  equal. 
The  lungs  were  clear  to  auscultation  and  percussion.  The 
heart  was  not  enlarged  and  showed  no  murmurs  or 


^Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist-Editor 


arrhythmias.  No  tenderness,  spasm,  organs,  or  masses  were 
noted  on  abdominal  examination.  Neurologic  examination 
was  unremarkable.  The  cranial  nerves  II  through  XII  were 
intact  and  deep  tendon  reflexes  were  1+  and  symmetrical. 

LABORATORY  DATA:  Urinalysis-yellow,  slightly  cloudy, 
specific  gravity  1.018,  pH  8.0,  negative  protein,  glucose, 
galactose,  ketone  bodies,  bile  and  hemoglobin;  sediment  0 
to  2 white  cells/hpf.  Hemoglobin  8.4  gms/dl,  red  count 
3.80  million/nim3,  hematocrit  26  vols/dl,  mean  corpuscu- 
lar hemoglobin  22  micromicrograms,  mean  corpuscular 
volume  66  cubic  miera,  mean  corpuscular  hemoglobin 
concentration  33%.  Total  leukocyte  count  26,500/mm3 
with  55%  segmented  neutrophils,  3%  neutrophilic  bands, 
22%  lymphocytes.  The  red  cells  showed  moderate  anisocyto- 
sis  and  slight  poikilocytosis  with  slight  polychromsia.  An 
erythrocyte  sedimentation  rate  was  31  mm/hr.  Blood  urea 
nitrogen  was  1 mg/dl.  Initial  lumbar  puncture  revealed 
16,000  white  cells/mm3  with  82%  polymorphonuclear 
forms  and  18%  mononuclear  forms.  Protein  was  140 
mgs/dl.  Sugar  was  28  mgs/dl  (normal  50-80  mgs/dl). 
Cultures  of  the  throat,  stool,  urine  and  cerebrospinal  fluid 
showed  no  growth.  Blood  culture  revealed  haemophilus  in- 
fluenzae sensitive  to  all  of  the  antibiotics  tested.  Two  brain 
scans  showed  abnormal  uptake  on  the  left  side  of  the  brain. 
An  operation  was  performed. 

DR.  HOWARD  HOODY;  I have  listed  the  patient’s 
problems  as  a problem  oriented  approach.  These  in- 
clude fever,  vomiting,  irritability,  spinal  fluid  ab- 
normalities and  a positive  blood  culture.  The  assess- 
ment of  this  is  that  the  patient  has  a meningitis  of 
bacterial  nature  which  we  will  have  to  say  is  in- 
adequately treated. 

Secondly,  the  patient  has  an  asymmetrical  brain 
scan,  an  anemia  which  is  microcytic,  diarrhea,  and 
hyperkalemia.  I am  not  certain  of  the  cause  of  the 
anemia  or  the  diarrhea  although  they  may  be  secon- 
dary to  the  patient’s  infectious  problem.  I am  not 
sure  what  the  patient’s  hyperkalemia  was  due  to. 
Dehydration  may  have  produced  the  increase  in 
potassium  or  the  patient  may  have  had  intravenous 
therapy.  I have  no  basis  for  the  diagnosis  of  renal  in- 
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sufficiency  to  explain  the  hyperkalemia. 

I would  now  like  to  see  the  brain  scan  as  I feel  the 
patient  had  a primary  meningitis  and  had  a complica- 
tion secondary  to  the  meningitis. 

DR.  BARLOW:  There  are  two  brain  scans,  both 
show  marked  asymmetry.  On  the  left  the  uptake  can 
be  seen  to  be  markedly  different  from  that  on  the 
right  (Figure  I).  This  is  consistent  with  brain  dam- 
age or  damage  to  the  brain  and  its  protective  layers. 


Figure  1 

Abnormal  scan  showing  hoodlike  shadow  on  left  which 
turned  out  to  he  a subdural  empyema. 

*DR.  RICHARD  JONGEWAARD:  Could  that  be  a 
subdural  hematoma? 

DR.  BARLOW:  Yes,  it  has  many  of  the  characteris- 
tics of  a subdural  hematoma  being  unilateral  and  has 
the  characteristic  hood-like  effect.  That  would  be  one 
of  the  most  likely  diagnoses  in  this  case. 

DR.  HOODY:  Possible  complications  of  meningitis 
that  might  be  suggested  by  this  abnormality  on  brain 
scan  include  subdural  effusion,  subdural  empyema, 
arteritis  with  infarction,  venous  thrombosis  with 
brain  damage,  or  a brain  abscess. 

The  subdural  effusion  is  a localized  collection  of 
spinal  fluid  and  occurs  in  up  to  50%  of  children  with 
meningitis.  However,  only  10-15%  of  these  are  prob- 
ably symptomatic  clinically.  Subdural  effusions  are 
manifested  by  increasing  lethargy,  coma,  and  in- 
creasing head  size.  There  may  be  an  increased  area 
of  transillumination  in  the  skull.  Focal  seizures  may 
also  be  a manifestation  of  subdural  effusion.  This 
entity  is  usually  diagnosed  under  eighteen  months 
of  age,  perhaps  because  it  is  so  easy  to  do  subdural 
taps  in  these  infants  with  an  open  fontanel.  In  other 
words,  subdural  effusion  when  symptomatic  is  an 
intracranial  space  occupying  mass. 

A second  complication  of  meningitis  is  a subdural 
empyema  which  has  many  of  the  signs  and  symptoms 
of  a space-occupying  mass  as  I spoke  about  with 
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subdural  effusions.  However,  the  patient  has  a per- 
sistent fever.  This  fever  is  often  hectic.  This  entity 
may  be  diagnosed  by  brain  scan,  arteriography  or 
subdural  tap  when  suspected. 

Arteritis  as  a complication  of  meningitis  may  oc- 
cur. There  are  often  focal  findings  with  hemiparesis 
or  hemianopsia  or  focal  seizures.  Arteriography  is 
necessary  to  confirm  this  diagnosis. 

Venous  thrombosis  could  be  the  cause  of  the 
symptoms  in  this  case.  Venous  thrombosis  is  seen 
less  commonly  than  previously  because  of  prompt 
and  adequate  antibiotic  treatment  and  because  of 
the  prevention  of  dehydration  by  adequate  fluid  re- 
placement in  these  children.  Focal  seizures  and 
hemiparesis  may  be  manifestations  of  venous  throm- 
bosis. There  often  may  be  an  increased  number  of 
red  cells  in  the  spinal  fluid. 

Brain  abscess  has  many  of  the  signs  of  space- 
occupying  lesions  such  as  focal  signs,  focal  seizures, 
increasing  lethargy,  coma  and  increasing  head  size. 
These  signs,  of  course,  are  dependent  on  the  site  of 
the  abscess  which  may  occur  anywhere  in  the  brain. 
The  abscess  can  be  demonstrated  by  brain  scan  or 
arteriography.  This  child  does  not  have  any  focal 
findings  as  I would  expect  in  a brain  abscess  and 
does  not  have  increasing  head  size.  The  circumfer- 
ence is  at  the  50  percentile  level.  The  weight  is  only 
at  the  15  percentile  level.  Whether  there  is  really  a 
relative  increase  in  head  size,  I find  hard  to  say. 
However,  he  does  not  have  any  evidence  of  separa- 
tion of  the  sutures  or  bulging  fontanel.  Because  of  the 
continued  fever  and  lack  of  really  focal  cerebral 
signs,  I think  I will  have  to  make  a diagnosis  of 
subdural  empyema.  This  entity  can  occur  in  children 
secondary  to  meningitis,  otitis  media,  sinusitis  or 
mastoiditis.  In  infants  the  most  common  cause  of 
subdural  empyema  is  meningitis  while  in  older  chil- 
dren and  adults,  it  is  the  local  infections  like  otitis  and 
sinusitis  that  more  frequently  lead  to  subdural 
empyema. 

DR.  HOWARD  HOODY’S  DIAGNOSIS 

Acute  Bacterial  Meningitis  With  Subdural 
Empyema  Due  To  Haemophilus  Influenzae. 

**DR.  G.  M.  SANCHEZ:  The  interesting  thing  about 
this  case  is  we  have  an  infant  with  prolonged  fever 
but  no  focal  neurologic  signs  and  no  evidence  of  in- 
creased intracranial  pressure.  The  child  had  a bac- 
terial meningitis  and  definite  septicemia  evidenced 
by  a positive  blood  culture.  If  a brain  scan  had  not 
been  done  in  this  case  or  if  someone  had  not  done 
either  arteriography  or  a subdural  tap,  part  of  the 
diagnosis,  the  collection  of  pus,  would  have  been 
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missed.  This  would  indeed  have  been  serious  as 
drainage  is  absolutely  necessary  in  these  lesions. 
What  was  cultured  from  the  material  in  the  subdural 
tap? 

DR.  BARLOW:  It  showed  no  growth.  It  did  not 
grow  haemophilus  influenzae  as  on  the  blood  culture. 
Anaerobic  cultures  were  done  but  the  patient  had 
been  on  antimicrobial  agents  for  some  time.  Gram 
stain  also  showed  no  organisms. 

DR.  SANCHEZ:  I will  review  more  of  the  history. 
Three  days  after  admission  and  soon  after  the  report 
of  the  positive  blood  culture,  the  patient  was  placed 
on  ampicillin  in  a dose  of  700  mgs/Kg  I.V.  every 
six  hours  and  gentamicin  14  mg/Kg  intramuscularly 
every  eight  hours.  A subdural  tap  was  performed 
yielding  a purulent  fluid  containing  52,000  white 
cells/mm3,  78%  of  which  were  segmented  neutro- 
phils and  3%  band  neutrophils.  There  were  a few  red 
cells.  The  protein  content  of  this  fluid  was  5.2 
gms/dl.  The  patient's  head  increased  in  size  and  the 
fontanel  got  more  full  over  the  next  few  days,  so 
another  tap  was  done  of  the  left  subdural  empyema 
removing  110  cc’s  of  yellowish  fluid.  This  time  the 
white  count  was  31,000/mm3  and  the  protein  4.5 
gms/dl.  The  patient  became  afebrile  but  five  days 
later  spiked  a fever  of  104°.  For  this  reason,  he  un- 
derwent a craniotomy  with  removal  of  the  subdural 
membranes.  (A  repeat  spinal  tap  showed  only  24 
white  cells,  all  of  which  were  mononuclear  and  a 
glucose  of  47  mg/dl  protein  of  23  mgs/dl).  It  should 
be  noted  the  dural  membrane  was  very  heavy  and 
there  was  some  blood  loss.  The  membrane  was  very 
adherent  to  arachnoid  as  is  the  usual  case  and  there 
was  no  real  cleavage  plane.  Bleeding  was  controlled. 
At  the  time  of  opening  the  empyema  cavity,  the  pa- 
tient had  a cardiac  arrest.  Cardiac  function  was  re- 
established although  the  patient  did  have  dilated 
pupils  at  one  point,  but  these  became  midpoint  with  a 
slight  hippus  response  to  light.  The  blood  loss  was 
replaced  by  packed  cells  in  spite  of  which  the  elec- 
trocardiogram showed  peaking  of  the  T waves  and  a 
large  R wave  and  small  S wave.  This  was  felt  to  be 
potassium  effect.  25  mg  of  calcium  chloride  were 
given  intravenously  twice.  The  child  did  well  but 
continued  to  show  what  was  interpreted  as  potas- 
sium effect  on  the  electrocardiogram  and  arrested 
again  in  the  recovery  room.  He  could  not  be  resusci- 
tated. 

DR.  BARLOW:  I do  not  know  why  he  had  a 
potassium  effect  as  he  did  receive  packed  cells  and 
any  excess  potassium  should  have  been  in  the  plasma. 
A blood  urea  nitrogen  just  before  operation  was 
within  normal  limits. 

DR.  SANCHEZ:  We  cannot  prove  death  was  due  to 
potassium  effect  as  it  could  have  been  due  to  the 


associated  sepsis.  In  retrospect,  I suppose  one  would 
have  to  say  that  earlier  surgery  may  have  been  indi- 
cated but  this  is  very  hard  to  evaluate  since  the  in- 
fant was  quite  ill. 

DR.  BARLOW:  I chose  this  case  because  I thought 
it  would  be  worthwhile  to  discuss  subdural  empyema 
which  surprisingly  enough  has  not  decreased  in  in- 
cidence for  many  years.  This  collection  of  purulent 
material  is  usually  located  over  the  hemispheres  but 
can  be  located  between  the  hemispheres  in  the 
parafalcine  region.  Rarely  it  is  located  beneath  the 
tentorium.  As  has  been  stated  in  young  children,  it 
can  be  secondary  to  meningitis  but  in  older  children 
and  adults,  it  is  usually  secondary  to  sinusitis  or  otitis 
media  or  occasionally  mastoiditis.  The  organisms 
reach  the  subdural  space  through  bridging  veins 
which  have  no  valves.  Symptoms  usually  include  al- 
teration of  consciousness,  focal  neurologic  signs, 
fever,  and  signs  of  increasing  intracranial  pressure. 
There  is  an  elevated  leukocyte  count  in  the  spinal 
fluid  with  polymorphonuclear  cells  predominating, 
but  often  no  organisms  can  be  seen  or  grown.  The 
negative  culture  in  a “typically  meningitic”  spinal 
fluid  is  a tipoff  to  either  a subdural  empyema  or 
brain  abscess. 

It  should  be  noted  that  lately  there  have  been 
many  articles  written  showing  that  both  brain 
abscess  and  subdural  empyema  contain  a high  num- 
ber of  anaerobic  organisms  such  as  anaerobic 
streptococci.  We  now  have  special  culture  media 
available  in  the  O.R.  in  containers  which  are  “gassed 
out”  or  oxygen  free.  If  the  material  is  placed  in  these 
containers  and  brought  immediately  to  the  laboratory 
where  it  is  immediately  planted  on  special  media  and 
incubated  under  anaerobic  conditions,  I think  we  will 
grow  more  of  these  anaerobes  instead  of  having 
“sterile  abscesses”.  In  this  case,  the  lesion  was  prob- 
ably due  to  a facultative  anaerobe  haemophilus  in- 
fluenzae, but  we  cannot  be  sure.  There  was  con- 
siderable antimicrobial  treatment  before  cultures 
were  obtained. 

Diagnosis  of  subdural  empyema  can  be  done  best 
by  brain  scanning  or  arteriography.  The  process 
must  be  suspected  as  a surgical  drainage  as  well  as 
appropriate  antibiotics  are  often  needed.  Although 
anaerobic  organisms  are  frequent,  clindamycin  does 
not  penetrate  the  cerebrospinal  fluid.  Penicillin  and 
chloramphenicol  are,  therefore,  recommended.  Most 
of  these  statements  can  also  be  made  about  brain 
abscesses. 

I would  also  like  to  point  out  the  value  of  the  blood 
culture  which  was  the  first  way  that  the  organism 
causing  severe  sepsis  was  discovered  in  this  case.  I 
think  any  time  an  infant  or  an  adult  has  severe 
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sepsis,  blood  cultures  are  indicated.  As  a matter  of 
fact,  anytime  an  infant  is  not  doing  well  a lumbar 
puncture  and  a blood  culture  should  be  strongly 
considered. 

I would  also  like  to  point  out  one  other  thing  about 
the  organism  we  are  discussing  today — haemophilus 
influenzae.  Recently  there  has  been  an  increase  in 
incidence  of  ampicillin  resistant  haemophilus  in- 
fluenzae. Wc  have  had  about  10%  such  organisms 
tested  by  the  standard  disc  susceptibility  technique. 
We  are  going  to  send  future  samples  of  ampicillin 
resistant  organisms  to  the  public  health  lab  to  docu- 
ment their  resistance  by  tube  dilutions.  Since 
haemophilus  influenzae  meningitis  is  increasing  in 
incidence  and  the  organism  is  becoming  resistant  to 
ampicillin,  some  authorities  have  recommended  the 
use  of  chloramphenicol  and  penicillin  as  the  agents 
of  choice  in  childhood  meningitis. 

FINAL  ANATOMIC  DIAGNOSES 

Subdural  Empyema  And  Meningitis  Due  To 
Haemophilus  Influenzae. 

DR.  SANCHEZ:  Unfortunately  no  autopsy  was  per- 
formed. The  child  could  have  had  another  localized 
collection  of  pus  at  the  base  of  the  brain  or  else- 
where. This  may  have  brought  about  the  septic  con- 
dition before  surgery  and  may  have  been  responsible 
for  the  cardiac  arrest.  This  case  may  be  a good  ex- 
ample of  why  it  is  important  to  drain  collections  of 
pus  promptly  when  possible. 

*DR.  STEVE  NOLL:  With  this  very  high  white 
count  of  26,000/mm3,  would  that  make  you  sus- 
pect that  there  might  have  been  a subdural  empyema 
in  contrast  to  a case  with  a lower  white  count? 
DR.  SANCHEZ:  Any  case  of  meningitis  with  a white 
count  of  over  5,000/mm3  should  certainly  make 
one  suspect  a brain  abscess  or  subdural  empyema. 
*:DR.  WES  PUTNAM:  Because  of  resistant 

haemophilus  influenzae  at  the  University  of  Utah,  if 
the  patient  did  not  respond  in  two  days  or  showed  in 
vitro  resistance  to  ampicillin,  the  patient  was  im- 
mediately switched  to  chloramphenicol. 
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***DR.  WM.  O.  ROSSING:  The  aplastic  anemia  after 
chloramphenicol  can  be  dose  related  and  is  charac- 
terized by  increasing  serum  iron,  drop  in  reticulocyte 
count,  and  vacuolization  of  the  bone  marrow  cells. 
This  effect  can  be  reversed  by  decreasing  the  dosage. 
tDR.  RICHARD  A.  JAQUA:  There  is  a dose  re- 
lated form  of  marrow  depression  but  there  is  also  an 
idiosyncratic  form  of  aplastic  anemia  which  occurs 
after  chloramphenicol  and  this  is  not  related  to  the 
length  of  treatment  nor  to  the  dosage.  It  can  be  hard 
to  distinguish  the  two  types  of  disorders — one  dose 
related  and  one  idiosyncratic. 

tiDR.  LOREN  H.  AMUNDSON:  If  chloram- 
phenicol is  only  used  for  seriously  ill  patients  and 
not  for  upper  respiratory  tract  infections,  I think  that 
the  incidence  of  toxicity  from  chloramphenicol 
should  be  very  low.  In  addition,  I do  not  think  with 
careful  monitoring  in  the  in-hospital  patient  that  the 
grey  syndrome  will  occur  in  infants  treated  with  this 
antimicrobial  agent. 

DR.  BARLOW:  The  incidence  of  fatal  aplastic 
anemia  after  chloramphenicol  is  about  1 in  20,000  to 
1 in  30,000,  but  this  still  is  13  times  the  risk  of  de- 
veloping fatal  idiopathic  aplastic  anemia  in  the  gen- 
eral population. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 


A Series  of  24  Lectures 


Lecture  #2 

BEDSIDE  DIAGNOSTIX 

by 

George  C.  Flora,  M.D.* 


That  which  occurs  between  the  patient’s  com- 
plaint and  the  physician’s  diagnosis  is  a logical  se- 
quence which  is  seldom  verbalized  by  the  physician 
nor  appreciated  by  the  student  observing  the  process. 
Analysis  of  this  process  might  permit  more  rapid 
understanding  by  students  and  might  well  give  greater 
accuracy  and  assurance  to  the  physician.  Analytically 
it  would  appear  that  the  process  is  comprised  of  six 
steps. 

Pathologic  Entity 

The  first  step  is  to  determine  the  pattern  of  pa- 
thology. As  pathology  develops  it  produces  deficit 
which  has  three  variables  that  are  easily  appreciated. 
They  are  the  onset,  course  and  distribution.  Onset  of 
the  presenting  deficit  can  be  determined  if  the  physi- 
cian student  knows  its  importance.  A deficit  devel- 
oped on  a “given  day”,  at  a “given  hour”  or  “min- 
ute” or  it  developed  gradually  over  weeks,  months,  or 
years  is  important  to  know.  If  it  developed  acutely 
the  pathology  is  trauma,  vascular,  toxic  or  infectious. 
If  the  pathology  developed  insidiously  it  will  be  de- 
generative or  neoplastic. 

Deficits  which  continue  to  progress  can  only  be 
degenerative  or  neoplastic.  A progressive  course  of 
vascular,  toxic  or  infectious  pathology  causes  death 
of  the  nervous  system  and  present  no  problem  di- 
agnostically. 

Of  these  two  variables  the  course  is  the  more 
significant.  Deficit  which  seems  sudden  in  onset 
which  then  progresses  will  be  neoplastic  or  degenera- 
tion, never  trauma,  vascular,  toxic  or  infectious! 


*Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, Glidden  Hall.  Sioux  Falls  College,  Sioux  Falls,  SD. 


These  two  factors  are  determined  by  history  alone 
and  are  the  only  historical  data  needed  at  the  initi- 
ation of  this  process.  The  “complete”  histories  so 
often  demanded  of  students  should  be  avoided. 
“Trivia”  is  lethal  and  misleading  to  practical  prob- 
lem-solving in  neurology. 

The  third  variable,  the  distribution  of  the  lesion, 
is  obtained  by  interpretation  of  the  physical  findings. 
If  all  findings  can  be  accounted  for  by  a single 
neuroanatomic  site,  then  the  lesion  is  focal.  It  will 
be  due  to  a tumor  or  a vascular  lesion.  If  the  findings 
can  only  be  accounted  for  by  involvement  of  two 
sites  or  more,  then  the  pathology  is  degenerative, 
toxic  or  infectious.  A simple  schema  of  patterns  be- 
comes most  useful  and  leaves  only  the  similar  pat- 
terns of  toxic  and  infectious  deficits.  These  are  easily 
differentiated  by  the  signs  of  sepsis. 

Patterns  of  Pathology 

Focal  Diffuse 


Acute 


Insidious  and 
Progressive 


Once  the  pattern  of  pathology  of  a case  is  noted 
and  the  type  of  pathology  determined,  then  it  is 
possible  to  deal  with  the  greatly  reduced  number  of 
possibilities  in  the  problem-solving  function. 

Differential  Diagnosis 

The  second  step  is  the  development  of  a practical 
differential  diagnosis.  This  is  the  listing  of  the  clinical 
entities  produced  by  the  pathologic  entity  in  the  age 


Vascular 

Toxic 

Infectious 

Neoplastic 

Degenerative 
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range  of  the  patient.  Vascular  disease  of  the  nervous 
system  is  common  at  all  ages  but  “strokes”  in  chil- 
dren are  from  quite  different  clinical  conditions  from 
those  of  adults  or  the  aged.  Each  age  has  its  “com- 
mon causes”. 

The  differential  diagnosis  in  a given  case  is  de- 
pendent on  the  total  medical  experience  of  he  who  is 
developing  it.  The  neophyte  may  have  a limited  dif- 
ferential but  often  the  “common  causes”  are  known 
to  him.  As  one  ages  in  experience  and  imagination 
the  differentials  become  longer.  Vast  experience 
often  produces  impractical  differentials,  this  only 
confuses  students  and  needs  to  be  avoided  by  teach- 
ers. Best  to  keep  it  simple  and  honest. 

Directed  History 

Once  the  differential  diagnosis  is  formulated  it 
must  be  screened  to  exclude  all  but  the  diagnosis. 
This  is  done  in  a third  step.  A well  directed  devel- 
opment of  the  history  now  becomes  practical.  If  the 
process  is  vascular  our  history  will  be  directed  toward 
factors  such  as  cardiac  symptoms,  diabetes,  alcohol- 
ism and  hypertension  rather  than  getting  the  “com- 
plete history”  of  all  possible  toxic  exposures  or  heri- 
do  familial  degenerative  disorders.  The  medic  is 
better  utilized  helping  a second  patient  rather  than 
filling  out  pages  of  useless  history.  This  directed 
history  can  often  exclude  or  incriminate  clinical 
possibilities. 

Directed  Physical  Examination 

A more  complete  physical  examination  is  the 
fourth  step  and  can  be  directed  by  the  differential 
diagnosis.  If  dyskinesia  is  either  Parkinson’s  Disease 
or  Wilson’s  Disease,  then  one  can  look  minutely  at 
the  eye  for  a Kayser-Fleischer  Ring  of  Wilson's  or 
tap  the  glabella  for  a hyperactive  orbicularis  oculi 
reflex  of  Parkinsons.  Neither  of  these  would  have 
been  done  as  part  of  the  initial  localizing  examina- 
tion. The  “complete”  physical  examination  so  often 
stressed  is  also  to  be  avoided.  The  “directed  physi- 
cal is  more  useful  and  seldom  misdirects  the  at- 
tention of  the  examiner. 

Laboratory  Evaluation 

At  this  point  the  differential  is  often  narrowed  to 
one  or  two  clinical  conditions.  Where  two  or  more 
possibilities  exist  a laboratory  procedure,  the  fifth 
step,  can  often  resolve  the  problem.  Never  will  a 
“half  page”  or  “three  pages”  of  laboratory  orders 
be  needed.  1 he  “shotgun”  method  of  ordering  large 
numbers  of  very  expensive  unnecessary  laboratory 
tests  in  hopes  that  one  positive  result  will  solve  the 
problem  is  to  be  avoided.  Besides  bankrupting  the 


patient  population,  it  often  misleads  the  physician’s 
logic  to  the  detriment  of  all. 

Often  there  will  be  no  need  for  laboratory  con- 
firmation. This  often  makes  the  physician  uncomfor- 
table but  most  can  relearn  with  practice. 

The  Diagnosis 

The  arrival  at  “the  diagnosis”,  the  sixth  step,  is 
often  surprisingly  rapid  and  simple,  both  of  which 
may  be  unexpected  and  result  in  insecurity.  The 
problem-solving  in  neurology  is  simple!!!  The  bene- 
fits of  success  are  great  for  both  patient  and  physi- 
cian! 

The  interpretation  of  findings  to  determine  dis- 
tribution and  the  “common  causes”  of  deficits  will 
be  subjects  of  future  papers. 
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LABORATORY  AIDS 


CARDIAC  ISOENZYME  PATTERNS 

Recently  there  has  been  a great  deal  of  interest  in 
the  use  of  Creatine  Phosphokinase  (CPK)  Isoen- 
zymes in  the  diagnosis  of  myocardial  infarction.  They 
are  a useful  and  helpful  adjunct  to  LDH  Isoenzymes 
which  have  been  used  for  many  years. 

Following  an  acute  myocardial  infarction  the  total 
CPK  level  rises  within  2 to  12  hours,  peaks  in  12  to 
36  hours  and  returns  to  normal  in  3 to  5 days. 
Although  elevated  CPK  activity  is  a sensitive  indi- 
cator of  myocardial  necrosis,  abnormal  values  may 
also  occur  in  a variety  of  extracardiac  disorders  such 
as  myopathies  associated  with  alcoholism,  skeletal 
muscle  disorders,  muscular  injury,  intramuscular  in- 
jections, increased  physical  activity  and  hypothy- 
roidism. CPK  Isoenzymes  are  useful  as  an  aid  in 
separating  myocardial  necrosis  from  the  above  dis- 
orders. 

CPK  can  be  divided  into  three  Isoenzymes,  MM 
found  in  heart  muscle  and  skeletal  muscle,  MB  found 
in  heart  muscle,  and  BB  found  in  brain  and  lung. 
The  MB  fraction  is  virtually  specific  for  myocardium 
and  its  presence  indicates  myocardial  necrosis. 


Sponsored  by  the  South  Dakota  Society  of 
Pathologists 

President — Durward  M.  Lang,  M.D.,  Sioux  Falls,  South 
Dakota 

Vice  President — Robert  D.  Bloemendaal,  M.D.,  Rapid 
City,  South  Dakota 

Secretary-Treasurer — James  A.  Rud,  M.D.,  Watertown, 
South  Dakota 


The  timing  of  the  collection  of  the  specimen  is 
critical.  The  specific  myocardial  isoenzyme  MB  has 
a rapid  appearance  and  disappearance  in  the  blood 
serum  even  though  the  total  CPK  may  stay  elevated 
for  3 to  5 days.  This  specimen  for  CPK  Isoenzymes 
must  be  obtained  in  the  first  36  hours.  After  the  first 
36  hours,  the  MB  fraction  may  or  may  not  be  present 
and  a negative  MB  fraction  would  not  necessarily 
rule  out  myocardial  infarction. 

Recently,  Galen  and  Gambino  have  suggested  the 
best  way  to  detect  myocardial  necrosis  is  with  a 
combination  of  CPK  Isoenzymes  and  LDH  Isoen- 
zymes which  should  be  run  on  admission,  at  24 
hours,  and  at  48  hours  after  admission.  The  presence 
of  the  MB  fraction  and  the  characteristic  flipped  pat- 
tern on  LDH  Isoenzymes  is  diagnostic  of  myocardial 
necrosis.  More  specific  information  can  be  obtained 
from  the  references  listed  below. 


KREISER  SURGICAL  INC 

Phone  336-1155  21st  & Minnesota,  Sioux  Falls  Rapid  City  Ph.  342-2773 


BLOOD 

PRESSURE 

KIT 


FOR 

PHYSICIAN-DIRECTED 
HOME  USE 


The  HI-LO  Baumanometer  Blood  Pressure  Kit  is 
an  accurate,  rugged,  legible  mercury-gravitated 
instrument  . . . equipped  with  an  accurate  cali- 
brated V-Lok  inflation  system,  and  an  efficient 
stethoscope.  This  unit  carries  the  same  accuracy 
and  glass  breakage  guarantee  as  other  Bauman- 
ometer Instruments.  It  is  packed  in  a sturdy  stor- 
age carton  with  illustrated  instruction  manual, 
record  keeping  charts  and  maintenance  instruc- 
tions. 
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NORTH  CENTRAL  MEDICAL  CONFERENCE 

MAYAN  ADVENTURE 

Is  El  Salvador  and  Guatemala.  Sun,  Fun  and 
No  Regimentation.  Mayan  Pyramids. 
Pacific  Beaches.  Golf  and  Tennis.  Tropical 
Forests  and  Smoking  Volcanoes.  Fresh  Lobster. 
Spanish  Churches.  Silver  Jewelry  and 
Hand-Loomed  Material.  People  as  refreshing 
and  delightful  as  small  children. 


Nine  carefree  days,  departing  Minneapolis-St.  Paul  on  February  4,  1976 

returning  on  February  12,  1976 

Come,  join  our  Mayan  Adventure  and  leave  winter  behind.  Escape  to 
El  Salvador  <S  Guatemala,  Central  America's  lands  of  eternal  spring. 

$658 

which  includes  chartered  round-trip  jet  flights,  accommodations  at  the  best  hotel  in  each  city,  full 
American  breakfast,  and  dinner  each  evening  at  a selection  of  the  finest  restaurants. 

Make  Your  Mayan  Adventure  Reservations  Today! 

Send  to:  North  Central  Medical  Conference 
101  East  Fifth  Street  — Suite  900 
St.  Paul,  Minnesota  55101 

Enclosed  is  my  check  for  $ ($100  per  person),  as  deposit. 

Name 

Heme  Address 

City  State  Zip 

A Non-Regimented  INTRAV  Deluxe  Adventure 
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AUXILIARY 

The  Medical  Association  Auxiliary  will  once  more  be  asked  by  we,  the  South  Dakota  State  Medical 
Association,  to  come  to  our  aid  and  help  in  the  public  relations  phase  regarding  the  medical  liability  insur- 
ance crisis. 

It  is  not  the  first  call  — they  have  helped  tremendously  with  the  medical  school,  AMA-ERF,  doctors’  days 
and  so  many  many  times  so  much  unselfish  giving  on  our  behalf.  Nor  will  it  be  the  last  call  — for  we  know 
you  are  always  willing  — behind  us  — waiting  — to  aid  any  of  our  worthy  causes;  and  to  help  us  face  the 
every  day  problems  and  the  extreme  problems  of  our  medical  and  personal  lives.  You  are  always  there  to 
cancel  when  we  cannot  attend,  to  reschedule  what  we  have  missed  and  in  general  to  be  our  greatest  aide  and 
always  at  your  very  best  when  we  need  you  the  most. 

How  can  we  show  the  justly  deserved  gratitude  we  feel  — the  concern  we  have  not  always  shown?  We 
know  that  you  are  the  “man  behind"  — we  just  haven’t  taken  the  time  to  say  “THANKS,”  so  now  belatedly, 
most  humbly  and  sincerely,  our  thanks  to  all  of  you,  individually  and  as  a unit,  our  Medical  Association 
Auxiliary. 

Sincerely, 

G.  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Letters 


To  The 
Editor 


On  behalf  of  the  South  Dakota  Division  Board  of 
Directors  and  all  of  our  American  Cancer  Society 
volunteers,  thank  you  for  the  South  Dakota  Medical 
Association's  continued  support  of  our  Annual  News- 
paper Feature  Editorial  contest. 

Your  Association’s  $50  contribution  certainly  en- 
hances the  contest  and  makes  it  possible  for  us  to 
stimulate  writers  to  research  and  write  timely  feature 
stories  on  cancer  control  for  the  benefit  of  their 
readership. 

Sincerely, 

J.S.  Devick,  M.D.  President, 

American  Cancer  Society 
South  Dakota,  Division 
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should  include  the  name  of  the  author,  title  of  article  and 
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returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
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COMPARTMENT  SYNDROMES 


This  paper  reviews  the  intriguing  clinical  problem  of 
compartment  syndromes  stressing  the  variety  of  injuries 
that  can  result  in  compartment  ischemia. 

The  historical  recognition  of  these  particular  entities  is 
reviewed  as  is  its  clinical  presentation,  findings  on  physical 
exam  and  recommended  treatment.  A total  of  eight  cases 
are  presented  covering  a wide  variety  of  compartment 
syndromes.  The  necessity  of  early  recognition  of  these  en- 
tities is  stressed  as  is  adequate  decompression  of  the  com- 
partment even  though  the  diagnosis  is  delayed. 


Compartment  syndromes  have  long  intrigued  clini- 
cal physicians  since  the  ischemic  syndrome  in  the 
upper  extremity  was  described  by  Volkman  in  1881. 
A similar  entity  in  the  lower  extremity  was  appreci- 
ated at  the  advent  of  World  War  II  when  certain 
recruits  developed  a progressive  syndrome  charac- 
terized by  increasing  pain  in  the  anterior  aspect  of 
the  leg  associated  with  swelling  and  paralysis.  Many 
of  these  resulted  in  a permanent  drop-foot.  It  was 
Major  Horn  in  19455  who  presented  the  first  case 
of  “March  Gangrene”  but  he  cited  Vogt  in  19434 
as  being  the  first  one  to  recognize  the  particular  syn- 
drome. In  1944  Sirbu,  Murphy  and  White6  report- 
ed two  cases,  one  was  the  first  case  of  a bilateral 
involvement  in  a young  soldier  after  prolonged 
marching.  The  second  case  followed  the  repair 
of  a small  muscle  hernia  in  the  anterior  com- 
partment. George  Phalen7  in  1948  reviewed  the 
literature  and  found  a total  of  14  cases,  one  of 
which  was  the  first  known  chronic  form  of  this 
particular  syndrome.  This  developed  in  a 20  year 
old  male  who  had  recurrent  pain  in  his  anterior 
compartment  for  nine  months  followed  by  the  sud- 
den onset  of  the  classic  compartment  syndrome  fol- 
lowing a football  game.  In  1949  Carter,  Richards, 
and  Zachery10  collected  a total  of  nine  cases  in 
England  and  presented  also  a very  unusual  case  of  a 
29  year  old  soldier  who  developed  the  syndrome 
following  a transfusion  in  his  right  lower  extremity. 
They  felt  that  it  had  been  inadvertently  infused  into 
the  anterior  compartment.  Stuart  Thompson  and  Leo 
Mahoney12  from  Toronto,  Canada  in  1951  collected 
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a total  of  13  cases  which  they  termed  “Volkman’s 
Contracture  of  the  Lower  Extremity”.  Most  of  these 
followed  the  introduction  of  a splint  used  for  treating 
closed  fractures  of  the  femoral  shaft.  This  splint  was 
devised  with  a very  tight  strap  across  the  anterior 
proximal  thigh  and  after  they  stopped  using  this  par- 
ticular splint  their  incidence  dropped  precipitously. 
Edward  Edwards  in  1953  reviewed  the  anatomy  of 
the  lower  extremity  with  emphasis  on  compartment 
syndromes.  Roy  Campbell  and  F.  V.  Wagoner  in 
195514  from  Frankfurt,  Germany  collected  a total  of 
31  cases.  G.  E.  Mavor  in  19561"1  presented  the  first 
case  of  chronic  recurring  anterior  compartment  syn- 
drome completely  cured  by  insertion  of  two  strips  of 
fascia  lata.  In  1956  J.  Blandy16  from  Glascoe, 
Scotland  collected  three  cases,  and  reported  the  first 
case  of  the  peroneal  compartment  syndrome.  In 
1959  Zimmerman23  from  Affula,  Israel  collected  a 
total  of  40  cases  and  Paul  Rezel20  from  the  Mayo 
Clinic  in  1963  reported  a case  of  the  lateral  com- 
partment syndrome.  In  1967  Stryker26  reported  a 
total  of  13  cases,  again  most  in  young  recruits  and 
again  one  case  which  developed  after  a closure  of  a 
small  fascial  defect.  In  1975  Matsen  and  Clawsen25 
from  Seattle,  Washington  presented  a total  of  1 1 
cases  of  deep  posterior  compartment  syndrome. 

CLINICAL  PRESENTATION 
The  clinical  picture  has  certain  common  features, 
regardless  of  the  compartment  affected.  The  pain  in 
the  acute  case  may  develop  shortly  after  the  injury 
or  the  inciting  event.  It  may  develop  any- 
where from  12  to  24  hours  later  and  is  usually 
localized  to  the  site  of  the  compartment.  The  pain  is 
severe,  progressive,  and  according  to  Rezel  in  196320 
much  more  severe  at  night.  If  the  anterior  com- 
partment syndrome  is  involved  there  is  associated 
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loss  of  function  of  the  deep  branch  of  the  peroneal 
nerve.  If  the  peroneal  compartment  or  lateral  com- 
partment is  involved,  there  is  also  a loss  of  the  super- 
ficial branch  of  the  peroneal  nerve,  and  if  the  deep 
posterior  compartment  is  involved,  there  is  an  asso- 
ciated loss  of  the  medial  and  lateral  plantar  nerves. 
Hughes  in  1948'-'  noted  that  passive  stretching  of 
the  involved  musculature  markedly  accentuates  the 
pain. 

On  physical  examination  there  is  frequently  evi- 
dent swelling  over  the  involved  compartment.  The 
skin  may  be  very  tense  and  erythematous  with  even 
some  blistering  and  having  a glossy  character.  The 
distal  pulse  may  or  may  not  be  present.  Its  absence 
on  the  involved  side  is  especially  important  if  the 
opposite  side  is  present  or  if  the  pulse  has  been  lost 
during  the  period  of  observation.  The  associated 
paralysis  varies  inversly  with  the  vasculature  of  the 
muscles  in  the  compartment.  In  the  anterior  com- 
partment the  tibialis  anterior  is  lost  first,  followed 
by  the  extensor  hallicus  longus  and  then  the  extensor 
digitorum  longus  and  last  the  peroneus  tertius.  In 
the  lateral  compartment  the  muscles  go  out  as  a 
group. 

In  the  chronic  forms  of  this  particular  syndrome 
the  pain  is  frequently  recurrent  and  is  localized  to 
the  compartment.  Many  of  these  are  frequently  con- 
fused with  “shin-splints”  as  described  by  Blandy 
and  Fuller.10  Muscle  binding  and  fresher’s  leg  are 
also  other  terminology  used  to  describe  the  self- 
limiting  but  recurring  discomfort  in  a specific  area. 
Shin-splints  usually  occur  following  unaccus- 
tomed strenuous  exercise,  especially  in  uninitiated 
athletes.  In  the  female  sex  it  is  referred  to  as  “fresh- 
er’s leg”.  It  is  felt  that  the  crural  fascia  over  the 
anterior  compartment  is  avulsed  from  its  insertion 
into  the  anterior  crest  of  the  tibia.  The  critical  point 
beyond  which  the  acute  compartment  syndrome  de- 
velops is  seldom  reached.  However,  in  certain  com- 
petitive muscle  builders  who  specialize  in  techniques 
for  developing  muscle  hypertrophy  the  condition 
known  as  muscle-binding  is  well  recognized.  Ap- 
parently, the  muscle  cramps  and  the  area  becomes 
very  warm  and  painful.  The  lay  treatment  for  this  is 
to  stretch  the  muscle  out  to  its  resting  length  and 
hold  it  there.  Apparently,  if  it  is  allowed  to  contract 
or  remain  in  the  bound  position  it  will  permanently 
shorten. 

ANATOMY 

Tn  the  leg  the  boundaries  of  the  anterior,  lateral 
and  posterior  compartments  are  well  recognized.  In 
the  anterior  compartment  the  anterior  crural  fascia 
is  densely  adherent  to  the  anterior  border  of  the 
tibia  and  to  the  fibula  laterally.  Posteriorly  it  is 


bound  by  the  rigid  interosseous  membrane.  The 
anterior  tibial  artery  enters  in  a small  opening 
in  the  most  proximal  aspect  of  the  interosseous 
membrane.  (See  Figure  1). 


Figure  1 

Shows  the  entrance  of  the  anterior  tibial  artery  into  the 
anterior  compartment  and  the  close  proximity  of  the  in- 
terosseous membrane. 

Frequently,  there  is  less  than  1 cm.  between  the 
artery  and  the  edge  of  the  membrane  and  this  has 
stimulated  much  discussion  as  to  the  possible  re- 
lationship between  the  entrance  of  the  artery  and 
the  development  of  the  syndrome.  Hughes  in  1948 
described  the  blood  supply  to  the  muscles  in  the 
lower  extremity  in  detail  citing  that  the  anterior 
tibial  muscle  was  supplied  only  by  the  anterior  tibial 
artery,  the  extensor  hallicus  longus  having  a two-fold 
blood  supply  from  the  anterior  tibial  and  from  the 
perforating  peroneal.  The  extensor  digitorum  longus 
has  a three-fold  blood  supply,  the  previous  two  plus 
a large  perforating  branch  of  the  posterior  tibial 
artery.  It  was  noted  by  Edwards13  in  1953  that 
the  anterior  tibial  artery  frequently  does  not  in  itself 
reach  the  dorsum  of  the  foot  with  the  perforating 
peroneal  continuing  out  on  as  the  dorsalis  pedis  by 
anastamosing  with  the  tapering  anterior  tibial  artery. 
It  was  noted  by  Blandy10  in  1957  that  paralysis  of 
the  extensor  digitorum  brevis  could  be  expected  in 
the  acute  anterior  compartment  syndromes  since 
this  muscle  is  supplied  by  the  deep  branch  of  the 
peroneal  nerve. 

MICROSCOPY 

The  microscopic  picture  of  this  particular  syn- 
drome varies  depending  on  the  time  in  which  the 
muscles  are  biopsied.  The  microscopic  studies  show 
damage  from  the  earliest  changes  of  muscle  swelling 
with  intrafibular  edema  of  the  muscle  cells  to  com- 
plete necrosis.  The  earliest  irreversible  damage  to 
muscles  was  noted  by  Rezel20  at  the  Mayo  Clinic  in 
1963.  He  found  this  to  be  present  after  5 hours 
tourniquet  time. 
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This  artist's  sketch  of  injuries  producing  compartnient 
syndromes  typifies  the  protean  nature  of  the  initial  insults 
that  can  result  in  the  various  comparnient  syndromes. 
Each  case  to  be  presented  has  its  initiating  injury  presented 
on  this  sketch. 


CASE  PRESENTATION 

Case  #1. 

W.  D.,  a forty-three  year  old  male  who  sustained 
multiple  gun-shot  wounds  following  a confrontation 
with  the  Seattle  Police  Department.  He  sustained  a 
total  of  eleven  wounds  in  his  right  arm,  nine  in  the 
left,  two  in  the  chest  and  two  in  the  abdomen  with 
one  bullet  entering  the  left  lower  quadrant.  On  phy- 
sical examination  it  was  noted  the  left  lower  extrem- 
ity had  decreased  sensation  on  the  plantar  aspect  of 
the  toes,  two  through  five,  but  he  was  able  to  move 
his  toes  up  and  down. 

An  immediate  laparotomy  was  performed  and  was 
found  that  the  external  iliac  vein  was  severely  dam- 
aged and  was  ligated.  The  artery  was  intact.  No 
mention  was  made  of  the  lumbosacral  trunk  or  sciatic 
nerve  but  it  was  felt  that  he  had  sustained  some  dam- 
age in  view  of  the  decreased  sensation  in  the  SI 
distribution  or  distribution  of  the  lateral  plantar 
nerve.  On  the  second  post-operative  day  he  was 
noted  to  have  extremely  tense  skin  in  his  left  anterior 
compartment  with  severe  unrelenting  pain.  He  was 
unable  to  dorsiflex  his  foot.  He  was  taken  to  surgery. 
The  anterior  compartment  was  opened  with  all  the 
musculature  at  both  the  anterior  and  lateral  com- 
partments being  completely  necrotic.  (See  Figure  3). 
He  was  taken  back  to  surgery  on  several  occasions 
until  all  the  muscles  were  removed  and  closure  done 
with  grafting.  (See  Figure  4).  The  patient  had  a per- 
manent drop-foot. 


Figure  3 

Shows  the  tremendous  bulging  of  the  necrotic  muscles 
through  the  incised  skin  and  overlying  the  crural  fascia. 


Figure  4 

Final  closure  of  first  case  shows  complete  loss  of  the  an- 
terior compartment  musculature  with  resultant  permanent 
drop  foot. 

Case  #2. 

S.M.,  a twenty-one  year  old  male  seen  at  the 
orthopaedic  clinic  at  Harborview  Medical  Center  in 
Seattle  on  October  26,  1969  complaining  of  severe 
pain  in  his  left  leg.  He  had  been  involved  in  an  auto- 
mobile accident  the  morning  of  10-26-69  sustaining 
blunt  trauma  to  the  medial  calf.  The  physical  exam 
revealed  only  a small  laceration  of  the  medial  aspect 
of  the  calf  with  x-rays  showing  an  indentation  in 
the  medial  tibia.  He  was  treated  with  crutches,  com- 
pression dressing  and  allowed  to  go  home.  He  con- 
tinued to  have  increasing  pain  in  the  anterior  com- 
partment of  his  left  leg  and  presented  to  the 
Emergency  Room  on  the  morning  of  10-28  com- 
plaining of  inability  to  dorsiflex  his  foot  and  numb- 
ness in  the  dorsal  aspect  of  the  ankle  and  foot. 
He  was  then  admitted  to  the  hospital.  Physical 
examination  revealed  a very  small  puncture 
wound  over  the  posterior  medial  aspect  of  the  calf 
with  considerable  ecchymosis  present  at  the  site  of 
the  trauma.  The  anterior  compartment  was  extreme- 
ly tense,  indurated  and  passive  flexion  of  the  toes 
markedly  accentuated  his  pain.  The  anterior  tibialis 
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muscle  was  extremely  weak  but  the  extensor  hallicus 
longus  and  digitorum  longus  were  normal.  He  had 
immediate  fasciotomy  of  the  anterior  compartment 
with  complete  relief  of  his  pain  and  full  functional 
return. 

Case  #3. 

T.D.  is  a twenty  year  old  male  who  was  playing 
basketball  on  the  evening  of  2-4-71.  While  running, 
he  felt  something  snap  in  the  posterior  lateral  aspect 
of  his  left  knee  with  considerable  discomfort.  He  was 
unable  to  continue  to  play.  The  pain  persisted  in  that 
area  for  a few  hours  but  then  spread  distally  to  the 
anterior  aspect  of  his  left  lower  extremity  during  the 
night.  The  pain  was  quite  severe  preventing  him 
from  sleeping  and  it  was  noted  in  the  A.M.  that 
the  dorsal  aspect  of  his  foot  was  becoming  increas- 
ingly numb.  He  presented  to  the  Harborview  Medi- 
cal Center  the  morning  of  2-5-71.  On  physical  exam 
he  had  decreased  sensation  in  the  superficial  branch 
of  the  peroneal  nerve.  He  had  severe  pain  on  any 
attempt  at  plantar  flexion  of  the  foot  with  the  dis- 
comfort being  localized  over  the  anterior  and  lateral 
compartments.  It  was  felt  that  the  bellies  of  the 
peroneal  muscles  were  extremely  tense  and  firm. 
He  was  taken  to  surgery  immediately.  A lateral  and 
anterior  compartment  fasciotomy  were  performed 
and  the  patient  had  immediate  relief  of  his  pain 
and  full  functional  return. 

Case  #4. 

J.  D.  is  a twenty-eight  year  old  male  who  on  the 
evening  prior  to  admission  fell  down  some  steps 
landing  with  all  of  his  weight  on  his  left  leg.  He  ex- 
perienced immediate  pain  in  the  lateral  aspect  of  his 
left  knee  and  was  admitted  to  Harborview 
Medical  Center  in  Seattle  that  evening.  Physical  ex- 
amination on  admission  was  unremarkable  except 
that  his  left  knee  was  grossly  swollen.  He  had  con- 
siderable pain  with  motion  and  x-rays  showed  a 
lateral  tibial  plateau  fracture.  The  extremity  was  im- 
mobilized in  plaster  splints.  After  four  days  he  was 
taken  to  surgery  and  the  lateral  tibial  plateau  fracture 
was  internally  fixed.  A short  leg  cast  was  applied 
with  a tightly  wrapped  Jones  dressing  above  the  cast. 
On  the  evening  of  surgery  he  was  complaining  of  pain 
in  the  dorsal  aspect  of  his  foot.  The  cast  was  split 
but  the  soft  dressing  was  not  changed.  The  fol- 
lowing morning  he  was  again  complaining  of 
severe  pain.  The  cast  was  removed.  The  dressing  on 
the  thigh  was  noted  to  be  extremely  tight  and 
the  anterior  compartment  was  tense,  indurated, 
and  passive  flexion  of  his  toes  was  markedly  painful. 
There  was  complete  loss  of  function  of  the  anterior 


tibialis  and  extensor  hallicus  longus.  He  did  have 
some  function  of  the  extensor  digitorum  longus.  The 
patient  was  taken  immediately  to  surgery  and  an 
anterior  compartment  fasciotomy  was  performed.  It 
was  noted  that  the  muscles  in  the  anterior  compart- 
ment appeared  very  cyanotic.  None  of  the  muscles 
contracted  when  pinched.  Post-operatively  he  did 
have  relief  of  his  pain  but  he  had  no  improvement  in 
function.  Three  weeks  later  he  still  had  slight  toe 
extension  but  had  no  function  of  the  anterior  tibialis 
or  extensor  hallicus  longus.  He  was  placed  in  a 
posterior  splint  for  drop-foot  and  ultimately  fitted 
with  a double-upright  short  leg  brace  for  his  per- 
manent drop-foot. 

Case  #5. 

M.D.,  is  a twenty-three  year  old  male  involved  in  a 
serious  truck  accident  in  November  of  1974.  He 
had  sustained  a severe  crush  injury  to  his  pelvic 
region.  He  was  initially  in  severe  shock  being 
transferred  to  Sioux  Valley  Hospital  following  the 
infusion  of  four  units  of  whole  blood.  At  the  time  of 
arrival  he  was  complaining  of  severe  pain  in  the 
pelvic  region  and  left  lower  extremity. 

On  examination,  his  left  leg  was  cold  and  clammy 
from  mid-calf  distally.  Pulses  in  the  femoral,  popli- 
teal, or  dorsalis  could  not  be  detected.  There  was  a 
complete  loss  of  function  of  the  sciatic  nerve  inability 
to  dorsiflex  or  plantar  flex  the  foot.  X-rays  showed 
a comminuted  fracture  of  his  pelvis  and  an  arterio- 
gram showed  complete  occlusion  of  the  external 
iliac  artery  on  the  left  side.  (Figure  5).  A cystogram 
revealed  a ruptured  bladder.  Approximately  eight 
hours  following  admission  it  was  noted  that  the 


Figure  5 

This  figure  shows  the  arteriogram  done  on  Case  #5  dem- 
onstrating the  complete  block  of  the  external  iliac  artery  at 
the  level  of  the  sacroiliac  joint. 
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anterior  and  lateral  aspect  of  his  left  lower  extremity 
was  becoming  very  hard  and  indurated  and  there 
was  a progressive  diminution  in  the  circulation  to 
the  foot  and  coolness  had  spread  almost  up  to  the 
knee  level.  There  was  no  evident  capillary  return 
in  the  toes.  The  patient  was  taken  to  surgery.  A 
fasciotomy  of  the  anterior  and  lateral  compartment 
was  done  and  the  muscles  bulged  rather  dramatically 
through  the  skin  and  incised  fascia.  There  was  im- 
mediate return  of  capillary  circulation  to  the  toes. 
At  the  same  time  laparotomy  was  performed  and  the 
bladder  was  repaired.  The  external  iliac  artery  was 
found  to  be  crushed.  The  adventitial  tissue  was 
stripped  but  no  perfusion  was  obtained  through  the 
crushed  segment.  Renal  shut-down  developed  and 
the  patient  was  then  transferred  to  the  Hennepin 
County  Hospital  in  Minneapolis  for  further  treat- 
ment. He  ultimately  regained  some  dorsiflexion 
power,  but  required  use  of  a short  leg  brace. 

Case  #6. 

M.  W.  is  an  eight  year  old  female  admitted  to 
Harborview  Medical  Center  on  July  20,  1969  after 
a fall  down  a flight  of  stairs.  On  arrival  at  the  hospital 
she  had  an  obvious  right  distal  forearm  fracture. 
(See  Figure  6).  Examination  of  peripheral  function 
at  that  time  was  normal.  She  was  taken  to  surgery  on 
the  day  of  admission  and  the  fracture  was  reduced. 


Figure  6 


This  x-ray  shows  the  fracture  prior  to  reduction  on  Case 
#6. 


Apparently,  several  manipulations  were  required  be- 
fore a final  satisfactory  reduction  was  obtained.  The 
extremity  was  then  encased  in  a tight  long  arm  plaster 
cast.  That  evening,  approximately  six  hours  later, 
she  was  complaining  of  pain  in  her  hand  and  the 
cast  was  loosened  distally.  She  continued  to  com- 
plain of  pain.  Swelling  of  her  fingers  was  noted  so  the 
cast  was  again  partially  split  during  the  night  and 
early  A.M.  The  following  day,  approximately  24 
hours  after  the  reduction  it  was  noted  that  the  hand 
was  grossly  swollen  and  there  was  no  function  with 
absent  finger  extension  and  flexion.  She  was  taken 
to  surgery  some  48  hours  afterwards  and  a 
fasciotomy  was  done  of  her  entire  forearm.  It  was 
found  that  all  the  muscles,  especially  in  the  deep 
compartment,  were  completely  necrotic.  The  patient 
had  several  subsequent  surgical  procedures  including 
a Seddon  Slide. 

She  experienced  no  significant  functional  improve- 
ment and  had  a totally  useless  right  hand  with  the 
fingers  being  drawn  into  a markedly  flexed  position. 
(See  Figure  7). 


Figure  7 

This  picture  demonstrates  the  final  end  result  of  Case  #6. 
The  fingers  are  drawn  down  into  a flexed  position,  are 
rigid  and  there  is  obvious  atrophy  of  the  skin  and  nails 

Case  #7. 

This  patient  is  a twenty-four  year  old  male  who 
caught  both  forearms  in  a corn-picker.  He  apparently 
caught  the  left  hand  initially  and  then  after  a few 
minutes  of  struggling  also  caught  the  right  hand  in 
the  same  set  of  rollers.  Both  extremities  were  then  in 
the  machine  for  approximately  45  minutes  until  it 
was  finally  shut  off.  At  the  time  of  arrival  in  the 
Emergency  Room  there  was  circumferential  third 
degree  burns  of  both  distal  forearms.  On  the  left  side 
there  was  an  obvious  both-bone  fracture  and 
no  evidence  of  circulation  to  the  hand  with 
complete  paralysis  and  anesthesia.  On  the  right  side 
he  did  have  some  function  in  the  way  of  flexion  and 
extension  but  during  the  period  of  observation  in  the 
Emergency  Room  he  lost  all  evident  circulation  to 
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the  hand  with  absence  of  capillary  filling.  He  was 
taken  to  surgery  immediately.  Oil  the  left  side  the 
both-bone  forearm  fracture  was  plated  and  the  ulnar 
artery  was  repaired  with  transient  circulation  to  the 
hand.  It  was  found  that  all  muscles  were  totally 
crushed  and  there  was  virtually  no  viable  tissue  at 
the  site  of  the  injury.  On  the  right  side  a fasciotomy 
was  required  extending  from  above  the  elbow  down 
into  the  distal  hand  before  circulation  was  finally 
reestablished  to  his  hand.  (See  Figure  8).  The 
wounds  were  left  open.  An  ultimate  BE  amputa- 
tion was  required  on  the  left.  On  the  right  side 
after  several  stages  the  wound  was  finally  grafted. 
He  ultimately  obtained  excellent  function  to  his 
hand  with  full  grip  and  normal  strength.  He  does 
have  slight  decrease  in  sensation  of  the  median 
nerve  distribution. 


Figure  8 

This  picture  shows  a tremendous  amount  of  swelling  at  the 
time  of  fasciotomy  of  the  right  forearm  in  Case  #7.  The 
skin  is  widely  separated  and  the  muscles  are  grossly  swollen 
and  edematous. 


was  totally  anesthetic  with  no  capillary  fill  of  the 
fingers.  He  was  taken  to  surgery.  A decompressive 
procedure  consisting  of  a palmar  incision  extending 
from  the  base  of  the  index  finger  to  the  distal  forearm 
was  required  before  circulation  was  re-estab- 
lished to  the  fingers.  He  was  taken  back  to  surgery 
three  days  later  and  the  wound  was  closed.  (See 
Figure  9).  At  that  time,  superficial  desclamation  of 
skin  was  noted  over  all  fingers  although  there  was 
capillary  return.  Over  the  next  ten  days  circulation 
seemed  to  improve  although  he  remained  totally 
anesthetic.  He  was  discharged  at  this  point.  He  ulti- 
mately obtained  full  sensation  and  circulation  and  has 
returned  to  work. 


Figure  9 

This  demonstrates  the  hand  3 days  following  the  docom- 
pressive  procedure.  At  this  time  the  wound  is  closed.  It 
is  still  noted  that  there  is  a sloughing  of  the  tip  of  the 
thumb  and  several  areas  of  superficial  sloughing  on  the 
other  fingers.  The  hand  is  still  quite  edematous. 


PATHOGENESIS  OR  ETIOLOGY 


Case  #8. 

This  patient  is  a twenty-four  year  old  male  who 
caught  his  left  hand  in  a dry-cleaning  machine.  Ap- 
parently, lie  was  attempting  to  open  a valve  when  the 
liquid  Freon  poured  over  his  hand.  He  attempted  to 
close  the  valve,  however,  the  Freon  continued  to 
pour  over  his  hand  and  ultimately  “froze  his  hand 
completely  solid”.  He  was  unable  to  get  his  hand 
out  of  the  machine  in  its  frozen  state,  but,  as  it  began 
to  thaw  he  was  able  to  then  remove  his  hand.  It  was 
“three  hours”  before  movement  was  possible.  He  was 
not  seen  until  eight  hours  later,  or  8:00  in  the  morn- 
ing when  he  finally  presented  himself  for  medical 
care.  At  that  time  his  hand  was  grossly  swollen  and 


The  specific  etiology  of  each  compartment  syn- 
drome still  remains  an  enigma.  It  was  thought  by 
Volkman  in  1881  that  the  syndrome  was  precipitated 
by  a direct  injury  to  the  brachial  artery  usually  as- 
sociated with  the  supracondylar  fracture.  It  was 
Vogt4  in  1943  who  postulated  the  theory  that  the 
anterior  tibial  artery  was  damaged  by  repeated 
micro-trauma  to  the  artery  as  it  arched  over  the  edge 
of  the  interosseous  membrane.  He  felt  that  with  pro- 
longed marching  the  artery  was  repeatedly  trauma- 
tized by  the  interosseus  membrane  because  of  its 
close  proximity  with  resultant  vasospasm  and  ische- 
mia. It  was  Major  Hornr'  in  1954  who  first  introduced 
the  concept  of  muscle  swellingafterstrenuousexercise. 
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With  the  depletion  of  muscle  glycogen  and  the  reten- 
tion of  lactic  acid,  there  is  associated  muscle  swelling 
which  may  approach  20%  of  its  volume.  He  cited 
White’s5  work  in  1936  which  demonstrated  this 
degree  of  swelling  after  prolonged  activity  of  a 
muscle.  It  was  thought  that  this  was  secondary  to 
fluid  retention  but  the  thought  of  micro-hemorrhage 
in  the  muscle  was  also  considered.  When  swelling  is 
established  in  a rigid  compartment,  pressures  first 
collapse  the  smaller  vessels.  Roland  Hughes,9  in 
1948,  cited  Lewis’  work  in  1936  demonstrating  a 
collapse  of  the  arteriolar  blood  flow  at  the  pressure  of 
50  to  60  mm.  of  mercury.  Campbell  and  Wagoner14 
also  supported  this  by  noting  that  the  dyastolic 
pressure  of  100  mm.  of  mercury  drops  to  about  40 
mm.  of  mercury  at  the  arteriolar  level.  The  obstruc- 
tion of  the  smaller  arterioles  is  quite  possible  without 
obstructing  flow  into  the  larger  vessels.  This  may  ex- 
plain the  localized  or  partial  muscle  necrosis  that  has 
been  demonstrated  in  some  cases  more  specifically 
by  Hughes  in  1949.  Because  of  the  partial  muscle 
necrosis  he  favored  the  etiology  of  a segmental 
arterial  spasm  with  arterial  insufficiency.  In  1949 
Carter,  Richards,  and  Zachary10  first  introduced  the 
concept  of  a venous  etiology  or  at  least  this  being  a 
contributing  factor  once  the  pressure  in  the  com- 
partment was  increased.  They  felt  that  the  outflow 
from  the  compartment  would  be  the  first  thing  ef- 
fected as  the  pressure  in  the  compartment  was  in- 
creased. They  had  noted  some  cases  following  splint- 
ing in  the  lower  extremity,  especially  after  applying 
a firm  circumferential  wrap  around  the  proximal 
thigh  in  preparation  for  transport.  The  sudden  pro- 
duction of  the  compartment  syndromes  after  a re- 
pair of  a fascial  hernia  also  supports  the  theory  of 
increased  pressure  associated  with  a partial  obstruc- 
tion of  the  venous  outflow  with  increase  in  rise  in 
the  compartment  pressure. 

TREATMENT 

Regardless  of  the  pathogenesis,  the  treatment 
should  be  directed  as  decompressing  the  involved 
compartment  as  soon  as  the  diagnosis  is  established. 
The  role  of  the  other  therapeutic  modalities,  spe- 
cifically bed-rest,  elevation,  splints,  analgesics,  sym- 
pathetic blocks,  etc.  should  only  be  considered  if 
muscle  ischemia  is  not  present.  A complete  fascioto- 
my  thoroughly  decompressing  the  compartment  is  the 
treatment  of  choice.  Frequently  by  dividing  the 
fascia  alone  will  not  be  adequate  to  completely  de- 
compress the  compartment  and  the  skin  also  will 
have  to  be  incised.  A sterile  dressing  can  then  be 
applied  and  the  wound  can  be  closed  secondarily  in 
two  or  three  days  without  difficulty. 


If  there  is  total  involvement  of  the  compartment, 
muscle  necrosis  can  occur  as  early  as  six  hours  as 
cited  by  Mavor15  in  1956,  Blandy  and  Fuller  in 
1958, 16  and  Rezel20  in  1963.  The  fact  that  there 
may  be  only  partial  involvement  of  the  muscles,  how- 
ever, makes  it  important  to  decompress  the  compart- 
ment even  though  the  diagnosis  was  not  established 
in  the  preferred  period  of  time.  There  have  been 
cases  reported  up  to  several  days,  specifically 
Rezel20  in  1963  reported  two  cases  in  four  days  and 
one  case  at  nine  days  later  that  had  a decompressive 
fasciotomy  with  some  return  of  function.  The  varia- 
tion of  the  blood  supply  of  the  involved  muscles  in 
the  compartment  also  makes  some  muscles  less  liable 
to  ischemia  than  others. 
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Kansas  State  University  Student  Health  Center  and 
University  Hospital  anticipates  an  opening  in  its 
profession  medical  staff  beginning  October  1, 
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Vern  Eide  Buick 

33rd  & South  Minnesota  Avenue 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


PRESIDENT-ELECT  SPEAKS 

Ambivalent  Dues  — The  increasing  dues  we  pay 
today  for  AMA,  state,  local,  and  for  medical  organi- 
zations have  begun  to  generate  interest,  or  contro- 
versy; or  the  best  word  I think  would  be  ambivalence. 

After  hearing  the  debate  for  increased  dues  at 
these  various  levels,  I find  myself  agreeing  to,  and 
voting  for  these  increases,  because  of  inflation  etc. 
Then  when  back  home  writing  the  checks  for  these 
increased  dues  I feel  I may  have  acted  unwisely. 

One  thing  I have  found  so  pronounced  in  either 
State  meetings,  in  listening  to  Dr.  Tracy,  to  Dr. 
Palmer  now  President  of  the  AMA,  or  at  the  Family 
Practice  State  Officers  Convention  in  Kansas  City,  is 
the  overwhelming  PLEA  that  we  as  physicians  unite 
in  our  efforts  to  thwart  whatever  agency  in  its  efforts 
to  control  medicine;  whether  it  be  in  Malpractice, 
PSRO,  or  utilization  review.  The  AMA  has  had  con- 
siderable success,  I should  add,  in  its  dealings  with 
PSRO  and  Utilization  Review. 

As  Dr.  Palmer  stated  “the  first  thing  before  so- 
cialized medicine  succeeded  in  England  or  Canada, 
was  a successful  effort  in  disuniting  the  Physicians”. 

No  doubt  we  are  all  in  this  worrysome,  bedraggled, 
listing  ship  together,  and  the  only  way  we  can  repair 
the  ship  is  with  work  and  money. 

Matt  G.  Langenfeld,  M.D.,  FAAFP 
President  Elect,  SDAFP 


Student  Memberships — Student  affiliate  member- 
ships in  AAFP,  paid  by  our  state  chapter,  are  now 
being  offered  to  third  year  clinical  students,  USD 
School  of  Medicine.  In  addition,  the  “FP”  Club  is 
planning  two  events  for  this  school  year  for  both 
preclinical  and  clinical  students.  Committee  mem- 
bership will  include  one  student  from  each  level  of 


training  under  the  chairmanship  of  Larry  Finney  and 
Earl  Kemp  of  Sioux  Falls. 


Black  Hills  Seminar — Over  125  physicians  attended 
the  1975  Black  Hills  Seminar  held  in  Rapid  City, 
August  15-16,  1975,  a record  for  this  event.  Next 
year’s  event  is  planned  for  2 1/2  days,  with  expanded 
Ob-Gyn  input  from  the  South  Dakota  Ob-Gyn  Soci- 
ety. A highlight  of  the  meeting  for  SDAFP  members 
was  attendance  by  Dr.  Tom  Stern,  Director,  Division 
of  Education,  AAFP.  His  comments  concerning  edu- 
cation for  Family  Practice  in  South  Dakota  were 
most  helpful. 


Shown  “strutting  his  stuff”  at  the  recent  informal  Black 
Hills  Seminar  “Dinner  in  the  Hills,”  is  Dr.  Ray  ‘Kibbee’ 
Nemer  of  Gregory. 


Membership — SDAFP  memberships  are  increasing 
in  active,  associate,  resident  and  student  categories. 
You  can  do  your  part  by  asking  a non-member  to 
join!  Do  it  today. 
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Doctor, 

we  owe  you  money. 


Why? 


Because  your  claims  do  not  reach  us  until  an  average  of  29 
days  after  date  of  your  service.  After  that,  it  may  take 
us  a week  or  two  to  process  the  claim  and  make  payment. 

Upon  receipt  of  your  claim.  Blue  Shield's  average  processing 
time  is  7 days. 

Prompt  treatment  was  given  by  you.  Prompt  payment  can  be 
made  to  you,  or  to  your  patient,  if  you  will  send  us  the 
claim  on  the  day  you  last  give  service. 

Help  us  to  help  you.  We  owe  you  money. 


I 


SOUTH  DAKOTA  BLUE  SHIELD 

711  North  Lake 
Sioux  Falls,  South  Dakota 
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This  Is  Your 


Medical  Association 


E.  T.  Ruud,  M.D.  formerly  of 
Rapid  City,  has  been  named  act- 
ing chief  of  the  medical  service 
of  the  Hot  Springs  Veterans  Ad- 
ministration Center. 

Hi  H*  H*  % 

The  Day  County  Medical  Center 
has  announced  the  addition  of 
Arnath  Unahalekhaka,  M.D.  to 
its  medical-surgical  staff.  He  is  a 
graduate  of  a medical  school  in 
Thailand,  interned  in  Illinois, 
completed  two  years  of  residency 
in  Portland,  Oregon,  and  four 
years  of  surgical  residency  in  At- 
lanta, Georgia. 

Hi  Hi  H*  Hi 

The  Lead  Chamber  of  Commerce 
presented  a plaque  to  Dr.  and 
Mrs.  L.  E.  Carson  “for  dedicated 
service  to  the  Lead  community.” 
Dr.  Carson  began  work  at  the 
Homestake  Hospital  in  1958.  He 
became  assistant  medical  director 
in  1967  and  medical  director  in 
1973.  Dr.  Carson  retired  effec- 
tive August  31,  1975.  He  is  suc- 
ceeded by  Gerald  R.  Herrin,  M.D. 

Hi  H*  H*  H* 

The  South  Dakota  State  Board  of 
Medical  and  Osteopathic  Exam- 
iners has  re-elected  L.  L.  Massa, 
D.O.,  Sturgis,  as  president  of  the 

Board.  G.  Robert  Bartron,  M.D., 

Watertown,  was  elected  secretary. 

Hi  Hi  H*  H* 

Edward  A.  Rudolph,  M.D.,  Aber- 
deen, has  retired  from  the  prac- 
tice of  ophthalmology  as  of  June 
30. 


Peter  O'Brien,  M.D.,  Sioux  Falls, 
has  been  notified  that  as  of  July 
he  has  been  certified  in  general 
surgery  by  the  American  Board 
of  Surgery. 

Hi  H*  Hi  Hi 

The  Rapid  City  Medical  Center 
announced  the  appointments  of 
Larry  P.  Ebbert,  M.D.  and  Wil- 
liam J.  Howard,  M.D.  to  the  Clin- 
ic’s Department  of  Internal  Med- 
icine. Dr.  Ebbert  is  a graduate  of 
Ohio  State  University  College  of 
Medicine  and  took  his  internship 
and  residency  training  at  the  Uni- 
versity of  Missouri.  Dr.  Howard 
received  his  M.D.  degree  from 
the  University  of  Colorado  Med- 
ical School.  He  interned  at  Down- 
state-Kings  County  Medical  Cen- 
ter in  Brooklyn,  New  York,  and 
received  his  residency  training  at 
the  University  of  California  in 
San  Diego. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Donald  M.  Frost,  M.D.,  Sioux 
Falls,  Raymond  J.  Zakahi,  M.D., 
Pierre,  and  C.  L.  Vogele,  M.D., 
Aberdeen,  have  completed  con- 
tinuing education  requirements  to 
retain  active  membership  in  the 
American  Academy  of  Family 
Physicians. 

* * * * 

Klara  Horthy,  M.D.,  Kennebec, 
was  presented  with  a plaque  by 
the  Organization  Advancing  Ken- 
nebec for  her  23  years  of  devo- 
tion and  service  to  that  commu- 
nity. Dr.  Horthy  and  her  husband 
came  to  Kennebec  in  1953  and 
established  the  clinic  in  1959. 
Since  the  death  of  her  husband, 
Dr.  Horthy  has  continued  to  prac- 
tice alone. 

Hj  Hj  H*  ❖ 

E.  H.  Heinrichs,  M.D.,  Water- 
town,  has  been  elected  president 
of  the  American  Heart  Associa- 
tion, Dakota  Affiliate,  Inc.  Re- 
elected for  three-year  terms  to  the 
Board  of  Directors  were:  G.  Rob- 
ert Bell,  M.D.,  De  Smet;  Warren 
Jones,  M.D.,  Sioux  Falls;  Harold 
Lowe,  M.D.,  Custer;  and  Bruce 
Lushbough,  M.D.,  Brookings. 

Hi  Hi  ❖ Hi 

The  Bartron  Clinic,  Watertown, 
announced  the  addition  of  Don- 
ald R.  Anderson,  M.D.  to  its  De- 
partment of  Internal  Medicine. 
Dr.  Anderson  received  his  M.D. 
degree  from  Creighton  University 
School  of  Medicine  and  served 
his  internship  and  residency  in 
Omaha.  He  is  a member  of  the 
American  College  of  Physicians 
and  the  American  Society  of  In- 
ternal Medicine. 
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One  track  mind 


In  the  1860’s,  Amer- 
icans wanted  to  put  their 
young  country  on  the 
right  track. 

After  several  years, 
much  hard  work,  and  lots 
of  money  from  govern- 
ment securities  bought 
by  Americans,  the  golden 
spike  was  driven  at 
Promontory  Point,  Utah. 
On  May  10,  1869,  the 
east  coast  linked  with 
the  west. 


Today,  over  9'A  million 
Americans  are  helping  to 
keep  this  country  together 
by  buying  United  States 
Savings  Bonds  through 
the  Payroll  Savings  Plan 
where  they  work. 

Get  on  the  right  track. 
Look  into  our  specially 
designed  Bicentennial 
Series  E Bonds.  And  buy 
them  where  you  work  or 
bank. 


Series  E Bonds  pay  6%  interest  when 
held  to  maturity  of  5 years  (4Vi%  the 
first  year) . Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax 
may  be  deferred  until  redemption. 


in\merica. 


200  years  at  the  same  location. 


A public  service  of  this  publication 
and  The  Advertising  Council. 


40 


SOUTH  DAKOTA 


mi 25  75  0^9  75 


SOUTH 


A&Mp/? 


^ s 
:co$ 
•CON 
• C3>V 

.'^V 

• ,a82.-k\vV 


DAKOTA  JOURNAL 
OF  MEDICINE 

Published  Monthly  by  the  S.D.  State  Medical  Assn. 


Volume  XXVIII  November  1975  Number  11 

Clinicopathological  Conference 
Thirty-Three  Year  Old  Man  With 
Fever,  Chills,  and  Rash  of  One 
Week  Duration 

John  F.  Barlow,  M.D. 

H.  L.  Saylor  7 


Problem  Solving  in  Diagnostics 
Lecture  #3 — Neurological 
Examination-Background 

George  Flora,  M.D.  17 

Experience  in  the  Repair  of 
Vesicovaginal  Fistula 

Bernard  J.  Begley,  M.D.  21 


Table  of  Contents : page  2 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated;  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


f 

tv 

Ifv. 

I 

Mil  ium' 

(diazepam) 

2-mg,5-rng,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


THIRTY-THREE  YEAR  OLD  MAN  WITH  FEVER. 
CHILLS,  AND  RASH  OF  ONE  WEEK  DURATION 


H.  L.  Saylor* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 
Pathologist — Editor 


CASE  NO.  651577 

DR.  BARLOW:  Today  we  are  going  to  have  an 
interesting  case  presentation  by  H.  L.  Saylor,  a third 
year  medical  student  who  saw  this  case  on  the  ward. 

This  33-year  old  instructor  in  the  school  of  business  at 
one  of  the  local  universities  was  admitted  to  Sioux  Valley 
Hospital  with  chief  complaint  of  fever,  chills,  malaise,  and 
erythematous  rash  of  one  week  duration. 

The  patient  had  been  in  excellent  health  all  his  life; 
but  approximately  one  week  prior  to  admission  he  de- 
veloped mild  malaise  and  anorexia  which  was  rapidly 
followed  by  the  onset  of  shaking  chills,  fever,  prostration, 
tinnitus,  and  diminished  hearing.  Two  days  later  the  patient 
developed  a macular  rash  which  commenced  on  the  hands, 
involved  the  palms  and  progressed  to  involve  the  trunk  in 
a centripetal  fashion.  In  its  centripetal  progression  the 
rash  slowly  became  petechial.  He  denied  any  cough,  sore 
throat,  or  contact  with  infected  animals.  Several  days  prior 
to  the  onset  of  his  illness  he  had  removed  a tick  from  his 
head.  Because  of  increasing  symptoms  he  was  hospitalized. 
A chest  x-ray  showed  a questionable  infiltrate.  The  symp- 
toms progressed  and  he  was  referred  for  further  treatment. 
There  was  no  history  of  previous  hospitalizations.  The  pa- 
tient had  had  a stapedectomy  two  years  prior  to  admission. 

PHYSICAL  EXAMINATION:  Young  Caucasian  male  with 
a marked  amount  of  prostration,  pulse  100  and  regular, 
temperature  102 °F,  respirations  18/min,  blood  pressure 
130  systolic  and  76  diastolic.  There  was  an  erythematous 
macular  focally  petechial  rash  involving  the  entire  body 
including  the  palms.  Examination  of  the  head  and  neck 
revealed  the  conjunctivae  to  be  erythematous  and  weeping. 
The  sclerae  were  not  icteric.  The  Weber  test  lateralized  to 
the  right  and  the  Rinne  showed  bone  conduction  greater  in 
air  on  the  left.  The  left  tympanic  membrane  showed  scat- 
tered synechiae.  The  right  tympanic  membrane  was  not 
visualized.  There  was  no  tenderness  in  the  mastoid,  frontal, 
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or  maxillary  sinuses.  The  neck  was  supple.  Scattered 
petechiae  over  the  oral  cavity  were  noted.  There  were  no 
abnormalities  of  the  chest  to  percussion  or  auscultation. 
There  were  no  murmurs,  gallops,  or  arrhythmias  on  exami- 
nation of  the  heart.  The  heart  was  not  enlarged.  Examina- 
tion of  the  abdomen  revealed  marked  tenderness  on  fist 
percussion  over  the  liver,  the  edge  of  which  was  felt  at  the 
costal  margin  on  deep  inspiration.  No  other  organs,  masses, 
spasm  or  tenderness  were  noted.  Rectal  and  genital  examina- 
tion were  negative.  Neurologic  examination  showed  no  lo- 
calizing signs. 

LABORATORY  DATA:  Urinalysis — straw  colored  and 
cloudy,  specific  gravity  1.010,  pH  5.0,  protein  I + , negative 
for  glucose,  ketones,  bile  and  hemoglobin;  sediment — 
occasional  white  cell,  3-5  red  eells/hpf  and  5-8  coarsely 
granular  easts/lpf.  Hemoglobin  10.9  gms/dl,  red  count 
3.72  million/mnU,  hematocrit  32  vols/dl,  mean  corpuscu- 
lar hemoglobin  30  micromicrograms,  mean  corpuscular  vol- 
ume 84  cubic  micra,  mean  corpuscular  volume  84  cubic 
micra,  mean  corpuscular  hemoglobin  concentration  34%, 
total  leukocyte  count  5,000/mm3  with  54%  segmented 
neutrophils,  29%  neutrophilic  bands,  14%  normal  lympho- 
cytes and  3%  monocytes.  Platelet  count  was  362,000/mm3, 
erythrocyte  sedimentation  rate  8 mm/hr.  The  red  cells  were 
normochromic  normocytic  on  smear  and  the  platelets  were 
normal  in  number  and  morphology.  The  prothrombin  time 
was  14.0  seconds  with  a control  of  12.0  seconds,  partial 
thromboplastin  time  was  35.0  seconds,  the  control  34.0 
seconds.  Ph  was  7.41,  pCOa  20  mm  of  mercury,  C02 
content  17  meq/liter,  sodium  129  meq/liter,  potassium  4.7 
meq/liter,  chloride  92  meq/liter.  Total  protein  was  5.4  gins/ 
dl,  calcium  was  7.5  gms/dl  (normal  8.3-10.3  mgs/dl)  cho- 
lesterol was  95  mgs/dl,  creatinine  was  2.0  mgs/dl.  Lactic 
dehydrogenase  and  serum  aspartate  aminotransferase  were 
markedly  elevated.  Inorganic  phosphorus,  blood  urea  nitro- 
gen, glucose,  uric  acid,  bilirubin,  and  alkaline  phosphatase 
were  within  normal  limits.  The  serologic  test  for  syphilis 
was  non-reactive.  Initial  febrile  agglutinin  titer  showed  no 
titer  to  salmonella  and  a 1:30  reaction  to  Proteus  OX-19 
and  1:40  with  Proteus  OX-2.  Cold  agglutinins  were  1:4 
and  antistreptolysin  titer  was  less  than  200  international 
units.  A chest  film  showed  minimal  left  sided  pneumonitis. 
A skin  biopsy  showed  a small  vessel  chronic  active 
vasculitis. 

DR.  BARLOW : Dr.  Rossing,  do  you  have  any  com- 
ments about  the  presentation? 
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*DR.  W.  O.  ROSS1NG:  This  man  was  a very  sick 
individual,  referred  from  Dr.  Fletcher  in  Vermillion. 
He  had  a marked  leukopenia  in  the  range  of 
2900/mm:t  and  a developing  pneumonitis.  He 
also  had  had  a history  of  exposure  to  insecticides 
when  he  was  working  in  his  attic.  The  question  arose 
as  to  toxicity  by  one  of  the  insecticides.  Because 
there  were  various  molds  and  dusts  in  the  attic  with 
the  developing  picture  of  pneumonia,  one  would 
wonder  about  hypersensitivity  pneumonitis.  These 
were  red  herrings  but  made  the  differential  diagnosis 
very  intriguing. 

MR.  H.  L.  SAYLOR:  When  I examined  the  patient, 
I thought  that  he  had  a febrile  exanthem  with  marked 
prostration  associated  with  dull  constant  headache 
which  followed  a tick  bite.  Since  I had  seen  a case 
the  previous  summer  and  did  not  know  a great 
deal  more,  my  immediate  diagnosis  was  Rocky 
Mountain  Spotted  Fever  (RMSF).  However,  as  I 
reviewed  several  articles  on  this  disease,  I began  to 
realize  that  the  right  diagnosis  is  not  made  75%  of 
the  time.  It  often  takes  as  much  as  ten  days  to 
establish  the  proper  diagnosis.  The  prominent  fea- 
ture of  the  presentation  of  this  man  was  that  he  was 
extremely  ill  with  fever  and  a rash. 

One  of  the  most  common  diagnoses  that  should 
be  considered  is  measles  (Rubeola).  In  early 
measles,  macules  can  involve  the  palms  but  they 
disappear.  There  are  no  Koplik’s  spots  on  the  oral 
mucosa  in  RMSF  but  there  are  in  measles.  The  fully 
developed  rash  in  this  patient  was  also  not  char- 
acteristic of  measles.  In  measles  the  rash  is  maculo- 
papular  and  erythematous.  In  our  patient  it  was 
more  petechial.  Other  viruses  such  as  Coxsackie  and 
ECHO  viruses  can  also  give  a maculopapular  rash 
with  fever  and  headache.  These  rashes,  however, 
usually  involve  the  trunk  and  are  usually  not 
petechial.  There  is  also  a lesser  extent  of  involvement 
on  the  extremities.  Also  in  the  virus  diseases  there 
are  concomitant  symptoms  such  as  sore  throat  or 
diarrhea.  These  were  not  present  in  our  patient. 

Another  possibility  is  that  the  patient  could  have 
had  gonococcemia.  However,  we  could  elicit  no  his- 
tory of  suitable  recent  sexual  exposure.  There  may 
be  acral  lesions  with  gonococcemia.  These  usually 
start  as  macules  and  become  pustular  and  then 
eventually  hemorrhagic.  There  was  no  pustular  stage 
in  the  lesions  in  our  patient. 

Secondary  syphilis  can  certainly  cause  a rash 
which  involves  the  hands  and  palms  as  well  as  the 
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soles  of  the  feet.  However,  the  syphilis  serology  was 
non-reactive  and  should  be  positive  in  secondary 
lues. 

Probably  one  of  the  most  common  entities  with 
which  RMSF  is  confused  is  meningococcemia.  There 
are  diffuse  papular  lesions  which  become  petechial. 
However,  there  is  often  nuchal  rigidity  and  a spinal 
tap  would  reveal  frankly  purulent  spinal  fluid.  There 
was  no  spinal  tap  done  on  this  patient  as  he  did  not 
have  any  nuchal  rigidity.  However,  a meningitis  does 
not  always  accompany  meningococcemia,  and  it  can 
closely  mimic  RMSF.  For  this  reason,  some  physi- 
cians would  treat  a patient  with  a febrile  illness  and 
petechial  rash  for  both  meningococcemia  and  RMSF 
until  there  was  a positive  culture  for  meningococci 
or  definitive  seroiogic  tests  for  RMSF  were  con- 
firmatory. This  is  important  because  both  diseases 
can  be  rapidly  fatal  if  early  treatment  is  not  initiated. 

Another  possibility  which  can  cause  a rash  would 
be  scarlet  fever.  An  antistreptolysintiter  was  done. 
This  was  negative  in  this  patient  and  he  did  not 
have  a pharyngitis.  As  Dr.  Rossing  noted,  this  cer- 
tainly could  have  been  some  sort  of  drug  hyper- 
sensitivity with  an  allergic  vasculitis.  This  could  have 
been  caused  by  an  insecticide  such  as  was  mentioned. 
Another  possibility  is  collagen  vascular  disease.  The 
patient  did  not  have  the  typical  facial  rash  or  arthritis 
of  lupus  erythematosus. 

**DR.  RICHARD  JONGEWAARD:  You  would 
also  expect  an  elevated  sedimentation  rate  in  collagen 
disease. 

MR.  SAYLOR:  Yes.  One  of  the  other  rickettsial 
diseases  that  can  be  confused  with  RMSF  is  murine 
typhus.  In  this  disease,  however,  the  rash  involves 
the  trunk  and  spreads  centrifugically  instead  of  in- 
volving the  extremities  and  progressing  centripetally. 
The  agent  of  murine  typhus  is  spread  by  fleas.  This 
patient  had  no  contact  with  fleas. 

Eventually,  we  come  to  the  diagnosis  of  RMSF. 
This  is  a typical  presentation  with  fever  and  rash. 
He  was  quite  ill.  The  patient  did  have  a fever  of 
105°F  in  Vermillion  but  it  decreased  to  102°F 
when  he  was  transferred.  Patients  with  RMSF  often 
have  an  intractable  severe  frontal  headache.  There 
are  many  neurologic  symptoms  ranging  from  lethargy 
and  stupor  to  coma  and  seizures.  These  central  ner- 
vous system  symptoms  again  could  suggest  meningo- 
coccemia. There  may  be  abdominal  pain  caused  by 
myositis  of  the  abdominal  wall  in  RMSF. 

The  rickettsial  organisms  have  a predilection  for 
the  endothelium  of  the  small  blood  vessels.  They 
cause  the  endothelial  cells  to  swell  and  divide.  This 
produces  obstruction  to  the  blood  vessels  which  in 
turn  leads  to  infarctions  of  various  organs  and 
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extravasation  of  red  cells  into  the  tissues.  In  10%  of 
the  cases,  there  is  conjunctivitis.  This  patient  had  it. 
There  may  also  be  periorbital  edema  which  he  did 
not  have.  This  patient  had  a leukopenia  which  may 
be  seen  in  RMSF.  A leukocytosis  as  high  as  30,- 
000/mm3  has  been  reported  in  RMSF  but  this  is 
often  due  to  a secondary  bacterial  infection. 

RMSF  may  involve  any  age  group  but  it  is  most 
common  under  18  years  of  age.  It  is  common  from 
mid-April  to  mid-August,  because  that  is  when  the 
vector,  ticks,  are  most  abundant.  From  August  on 
they  usually  go  into  hibernation. 

RMSF  is  probably  a misnomer  because  today  the 
highest  incidence  of  the  disease  is  the  eastern  states, 
particularly  the  southern  Atlantic  states  such  as 
Georgia,  the  Carolinas,  Maryland,  and  Virginia. 
There  were  only  approximately  10  cases  in  1974  re- 
ported in  the  Rocky  Mountains  in  Montana  and 
Idaho.  In  the  East  this  is  carried  by  the  dog  tick, 
Dermacentor  Variabilis  and  in  the  West  by  the 
wood  tick,  Dermacenter  Andersoni.  In  the  East  the 
ticks  are  found  on  children,  where  in  the  West  the 
ticks  seem  to  be  found  more  on  adults.  This  man 
was  planting  tree  seedlings  that  were  shipped  in  from 
Montana,  so  I suppose  it  is  possible  the  wood  ticks 
came  in  on  the  tree  seedlings. 

DR.  ROSSING:  He  also  picked  an  awful  lot  of  ticks 
off  his  dog.  This  is  probably  a more  likely  source. 

MR.  SAYLOR:  Another  interesting  phenomenon  in 
RMSF  is  that  there  may  be  a severe  hyponatremia 
and  hypochloremia.  This  is  thought  to  be  secondary 
to  inappropriate  ADH  secretion. 

*DR.  LEYTON  JUMP:  Did  this  rash  become 
petechial  from  the  beginning? 

DR.  ROSSING:  It  became  petechial  but  there  was 
not  any  confluent  purpura. 

**DR.  DAVE  HOELTING:  Why  was  his  calcium 
low? 

MR.  SAYLOR:  The  protein  was  quite  depressed 
and  I think  that  this  could  explain  the  hypocalcemia. 
One  other  disease  I suppose  I should  have  included 
in  the  differential  diagnosis  was  thrombotic  throm- 
bocytopenia purpura,  but  he  did  not  have  this. 

DR.  JONGEWAARD:  I also  think  you  ought  to 
have  questioned  the  diagnosis  of  hepatitis  in  a pa- 
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tient  with  rash  and  elevated  liver  enzymes  and  who 
came  from  a college  community. 

MR.  SAYLOR:  Patients  with  RMSF  often  de- 
velop thrombocytopenia.  In  this  patient,  the  level 
dropped  to  65,000/mnr  in  a week  after  the  onset 
of  this  disease.  Considerable  morbidity  and  mortality 
in  RMSF  can  be  due  to  bleeding  secondary  to 
thrombocytopenia.  Disseminated  intravascular  coag- 
ulation has  been  reported  in  RMSF.  One  of  the 
theories  for  the  low  platelet  count  is  the  endothelial 
damage  with  aggregation  of  the  platelets  to  the 
damaged  endothelium.  This  could  also  cause  thrombi 
and  even  depressed  clotting  factors.  The  thrombocy- 
topenia could  also  be  brought  on  by  consumption 
secondary  to  activation  of  Factor  XII  by  bacterial 
toxins.  There  is  also  an  activation  of  the  kallikren- 
kinin  system.  This  releases  bradykinin  and  may  ex- 
plain why  some  patients  with  RMSF  go  into  shock. 
At  any  rate,  thrombocytopenia  is  seen  in  at  least 
50%  of  patients  with  RMSF.  I believe  this  patient 
did  have  a screening  test  for  disseminated  intravascu- 
lar coagulation  but  I do  not  think  the  results  were 
significant. 

DR.  ROSSING:  The  tests  for  fibrin  split  products, 
the  fibrinogen  and  coagulation  tests  were  normal  and 
only  the  platelet  count  was  reduced. 

***DR.  STEVE  NOLL:  Should  not  the  titers  of  the 
Weil-Felix  have  been  higher?  Were  there  later  ele- 
vated titers? 

DR.  ROSSING:  We  do  not  have  the  results  back  yet, 
but  the  titers  may  not  go  up  for  ten  days  to  two 
weeks.  Also,  I would  like  to  comment  that  the  patient 
had  a number  of  symptoms  that  have  been  described 
in  this  disease.  These  included  irritability  and  re- 
luctance to  be  examined  as  well  as  some  deafness. 
He  also  had  a puffiness  about  the  face  somewhat  like 
a nephrotic.  All  of  these  cleared  dramatically  as  he 
recovered. 

MR.  SAYLOR:  To  conclude  the  recommended 
treatment  for  RMSF  is  chloramphenicol  50  mg/Kg 
or  tetracyline  25  mg/Kg.  This  is  usually  given  in 
six  to  eight  intervals  until  the  patient  has  been 
afebrile  for  24  hours. 

fDR.  DAVE  YECHA:  How  common  is  the  dis- 
seminated intravascular  coagulation? 

MR.  SAYLOR:  One  article  said  it  isn’t  even  very 
well  documented  as  tests  for  fibrin  split  products  and 
other  coagulation  procedures  have  not  always  been 
done  on  these  pateints. 

DR.  BARLOW:  I do  not  have  much  to  add  to  this 
excellent  presentation.  I do  call  your  attention  to  this 
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Hepatitis 

interstitial 
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R.  Quintana 
(grown  on  blood- 
agar) 

Pediculus 

(human) 

0 

0 0 

Europe,  North 
Africa,  America 

Typical 

Figure  1 


chart  of  other  rickettsial  diseases  (Fig  1).  I would 
also  have  you  note  that  the  RMSF  is  only  one  of  a 
group  of  related  spotted  fevers.  There  are  many 
other  diseases  in  other  countries  caused  by  different 
organisms  with  slightly  different  vectors.  RMSF 
caused  by  Rickettsia  Rickettsii  is  simply  the  one 
we  have  in  this  country. 

*DR.  LOREN  AMUNDSON:  What  ticks  cause 
this  disease? 

DR.  BARLOW:  Dermacentor  Andersoni  and 

Dermacentor  Variabilis  are  two  common  ticks  that 
are  vectors  for  this  obligate  intracellular  parasite.  I 
would  like  to  reemphasize  a couple  of  points.  The 
first  is  that  the  incidence  of  the  disease  is  slightly 
increasing  and  is  most  common  in  the  eastern  states, 
but  can  be  seen  in  other  areas  also.  You  should  not 
wait  for  laboratory  diagnoses  as  the  organism  must 
be  cultured  in  tissue  for  definitive  diagnosis  or  one 
must  wait  several  weeks  for  a rise  by  either  specific 
complement  fixing  titers  or  the  Weil-Felix  reaction. 

I he  disease  has  a very  high  morbidity  and  appreci- 
able mortality  and  therefore  should  be  treated  im- 
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mediately  upon  suspicion  of  the  diagnosis.  The  Weil- 
Felix  reaction  is  not  my  favorite  serologic  test.  It  is 
only  helpful  when  there  is  a confirming  clinical 
diagnosis  and  there  is  a rise  in  titer  between  acute 
and  convalescent  phase  sera.  It  is  a totally  non- 
specific test  and  false  elevations  may  occur  with  liver 
disease  as  well  as  proteus,  borrelial,  and  leptospiral 
infections.  The  test  is  based  on  the  fact  that  rickettsia 
share  certain  antigens  with  specific  strains  of  proteus. 

**DR.  R.  A.  JAQUA:  I would  also  like  to  stress 
that  it  is  very  important  to  treat  the  disease  even  be- 
fore the  rash.  If  the  patient  has  known  contact  with 
infected  ticks,  he  should  be  treated  immediately. 
Blood  or  feces  from  ticks  can  transmit  rickettsia 
through  the  abraded  skin.  Some  people  feel  that 
there  is  an  appreciable  mortality  by  the  time  the 
rash  appears. 

DR.  ROSSING:  We  were  fortunate  in  this  case  and 
the  response  to  tetracycline  was  dramatic  even 
though  he  had  the  rash  for  24  to  48  hours  before 
he  began  treatment. 

DR.  JONGEWAARD:  How  do  you  tell  the  various 
ticks  apart? 

DR.  JAQUA:  Well,  you  have  to  have  a dissecting 
microscope  for  the  hard  ticks  and  there  is  a scroll 
work  which  is  distinctive. 

MR.  SAYLOR:  One  interesting  thing  is  how  to 
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remove  a tick.  I asked  an  entomologist  from  the 
University  of  Minnesota  and  he  said  if  you  rotate 
counterclockwise,  the  tick  will  come  off.  I tried 
this  on  a dog  and  it  worked. 

DR.  JONGEWAARD:  What  about  burning  them? 

MR.  SAYLOR:  Well,  the  rickettsial  organisms  are 
carried  in  the  salivary  gland  so  that  the  ticks  may 
squirt  organisms  into  the  wound  if  you  burn  them  or 
they  will  die  and  you  cannot  get  the  burrowing  parts 
removed.  The  trick  is  not  to  kill  the  tick. 

DR.  YECHA:  Another  good  way  of  removing  them 
is  to  get  a capsule  of  mineral  oil  and  turn  it  over  on 
the  tick  so  he  is  completely  immersed  in  the  mineral 
oil.  This  shuts  off  his  supply  of  oxygen  and  he  will 
let  go. 

*DR.  DORRENCE  ENSBERG:  Vasoline  some- 
times will  work  the  same  way. 

**DR.  BRUCE  VOGT:  What  would  be  the  etiology 
of  the  lactic  dehydrogenase  elevation? 

DR.  BARLOW:  I assume  that  the  patient  had 
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multiple  organ  damage  from  infarctions  in  various 
organs  secondary  to  vasculitis. 

***DR.  LLOYD  SWEENEY:  Maybe  in  the  South- 
ern hemisphere  you  have  to  rotate  the  ticks  counter- 
clockwise to  remove  them. 

DR.  BARLOW:  On  that  note  I believe  we  should 
end. 

After  the  case  discussion,  diagnostic  rises  in  spe- 
cific complement  fixing  antibodies  to  RMSF  were 
reported  from  the  State  Health  Laboratory  in  Pierre. 
The  acute  phase  showed  no  titer  but  two  sera  drawn 
approximately  two  weeks  later  showed  titers  of  1:32 
and  1:64.  These  values  constitute  a significant  rise 
in  titer  diagnostic  of  RMSF. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #=3 

NEUROLOGICAL  EXAMINATION-BACKGROUND 


by 

George  C.  Flora,  M.D.* 


The  function  of  the  nervous  system  of  the  human 
externalizes  itself  in  a manner  which  makes  deficit 
obvious.  The  “signs  and  symptoms”  of  true  deficit 
are  neurological  findings  which  are  measurable,  re- 
peatable and  easily  appreciated  by  all  physicians. 
The  most  complex  and  confusing  feature  of  this  facet 
of  medicine  is  not  the  “neurologic  examination”  but 
is  the  literature  published  on  the  subject.  Beginning 
in  the  early  1900’s  the  basic  useful  data  was  pub- 
lished, perhaps  best  by  Bing.  Since  that  time  it  has 
been  rewritten  a thousand  times.  Usually,  the  re- 
writing seems  for  the  purpose  of  increasing  the  au- 
thor's bibliography,  like  this,  which  is  defensible  in 
itself,  but  with  each  rewriting  there  appeared  to  be  a 
need  to  add  a “new  test”,  a “new  fact”  and  a few 
more  pages  of  fact  or  fiction.  The  student  who  now 
chooses  to  select  a text  on  the  neurologic  examina- 
tion, at  rare  and  more  compulsive  moments,  finds 
himself  holding  500-1000  pages  of  confusing  verbage 
of  eponyms  and  ambiguities  that  successfully  hides 
the  “fifty  pages”  of  useful  data.  The  book  is  usually 
justifiably  closed  soon  after  opening  but  not  fast 
enough  to  prevent  the  conclusion,  “this  stuff  is 
impossible!”. 

The  part  of  the  physical  examination  that  assesses 
the  function  of  the  nervous  system,  and  it’s  per- 
missible to  omit  the  tainted  title,  is  often  done  by 
even  the  most  long-winded  authors  on  the  subject,  in 
one  to  thirty  minutes.  The  useful  data  obtainable  is 
usually  gross  and  often  when  the  thirty  minute  ex- 
aminations are  performed  most  of  that  time  is  de- 
voted to  obsessively  searching  for  pathology  which 
"must  be  ruled  out”.  To  omit  this  part  of  the  exami- 
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nation  because  “it  is  impossible”  is  an  error  which 
deprives  the  patient  of  benefits  and  the  physician 
of  the  reward  for  successful  problem-solving. 

The  function  of  the  nervous  system  as  neuro- 
logists and  all  other  human  doctors  are  permitted  to 
know  it,  is  simple.  The  organ  function  is  awareness  of 
environment,  orientation  to  it  and  interaction  with  it. 
The  organ  function  is  subserved  by  two  primary  sub- 
functions one  of  which  permits  stimulation  (sensory 
or  afferent)  and  the  other  which  permits  reaction 
(motor  or  efferent). 

Impairment  of  organ  function  externalizes  as  im- 
paired level  of  performance  (loss  of  higher  func- 
tions), loss  of  orientation  (confusion  or  organic 
psychosis)  or  impaired  level  of  consciousness  (hy- 
persomnia, semicoma  or  coma). 

Impairment  of  the  sensory  subfunction  external- 
izes as  impaired  appreciation  of  environmental  stimu- 
lation with  deficits  of  smelling,  seeing  (blindness), 
hearing  (deaf  or  sensory  aphasia),  and  feeling  (anal- 
gesias and  hypesthesias). 

Impairment  of  the  motor  subjection  externalizes 
as  impaired  ability  “to  do”.  The  deficits  may  be  pri- 
mary as  apraxias  of  movement  or  speech  (motor 
aphasia),  spastic  paralysis,  motor  cranial  nerve  pal- 
sies, or  final  common  pathway  signs  of  flaccid  para- 
lysis or  motor  neuropathies.  The  deficits  may  also 
be  secondary  from  modifiers  of  motor  response  as 
manifest  by  dyskinesias  (basal  ganglier  disorders), 
ataxias,  (cerebellar  disorders)  or  disconnections 
(akinesis). 

These  functions  are  vulnerable  to  pathology  and 
over  a hundred  years  of  clinicoanatomico  pathologi- 
ical  study  a very  gross  schema  has  evolved.  Certain 
functions  appear  consistently  vulnerable  at  grossly 
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identifiable  locations  within  the  system.  The  neuro- 
logical examination  is  no  more  than  a performance 
test  for  a normal  nervous  system.  If  a part  of  the 
performance  is  deficient,  then  it  is  a manifestation  of 
non-function  of  a neuroanatomic  site.  The  neurologic 
examination  has  no  ritualistic  value,  in  problem- 
solving it  is  only  a method  of  obtaining  informa- 
tion concerning  the  function  or  non-function 
of  a neuroanatomic  site.  The  testable  sites  are  so 
few,  the  dysfunctions  so  evident,  the  pathology  so 
common,  the  investment  of  time  so  small  that 
it’s  shameful  the  way  neurologic  literature  has  fright- 
ened physicians  away  from  this  rewarding  and  useful 
facet  of  medical  practice. 

Following  lectures  will  present  the  sign  com- 
plexes of  common  sites  of  pathology. 


S.D.A.F.P. 

BLACK  HILLS  WINTER  SEMINAR 
January  29,  30,  31,  1976 
Spearfish  Holiday  Inn 
Spearfish,  S.D. 

outstanding  scientific  program 

Approved  for  1 3 hours  Category  I credits. 

skiing,  snowmobiling,  cross  country  skiing  and 
all  other  winter  sports 


Letters  To  The 
Editor 

Last  spring  I was  awarded  the  1975  South  Da- 
kota State  Medical  Association  Scholarship  for  the 
1975-1976  medical  school  term.  I was  so  over- 
whelmed by  the  award  that  I thought  it  best  to  delay 
this  letter  a few  months.  Now  that  I have  collected 
my  thoughts  somewhat,  I would  like  to  relay  them 
to  you. 

The  scholarship  was  an  answer  to  many  of  my 
hopes  and  prayers  of  late  spring  last  school  term. 
At  that  time  I had  serious  doubts  about  my  finan- 
cial status  for  the  coming  fall.  I was  going  to  be 
married  in  June,  medical  tuition  was  increasing, 
and  chances  of  summer  employment  looked  dis- 
heartening. However,  after  receiving  the  award,  I 
was  able  to  put  aside  illusions  of  financial  distress 
and  press  on  with  the  business  of  medical  school 
still  at  hand. 

My  new  wife,  Nancy,  and  I will  be  forever  grate- 
ful to  the  South  Dakota  State  Medical  Association 
for  its  generosity  toward  us.  Having  struggled  along 
side  with  many  dedicated  students  through  that  in- 
credible first  year  of  medical  school,  I would  wish 
for  such  an  award  for  each  of  my  fellow  classmates. 
But,  unfortunately  such  an  award  is  not  monetarily 
possible  nor  probable. 

Through  your  generosity  and  because  of  the  per- 
sistence of  concerned  South  Dakotans  to  continue 
to  deliver  quality  health  care,  I have  been  favorably 
influenced  that  South  Dakota  is  the  right  place  to 
practice  medicine. 

Sincerely, 

David  A.  Thomas 


<EoUrrtimt  bureau  nf  America,  Ittr. 


has  a proven  system  that  lets  you 
collect  your  own  accounts  for  as 
little  as  $4.84  total  cost  per  account! 


in  North  and  South  Dakota  contact: 


AMAN  COLLECTION  SERVICE,  INC. 

POST  OFFICE  BOX  727  201  BERKSHIRE  PLAZA 

PHONE:  605-229-0100  ABERDEEN,  S.  D.  57401 
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EXPERIENCE  IN  THE  REPAIR  OF 
VESICOVAGINAL  FISTULA 


The  causes,  diagnosis  and  manage- 
ment of  vesico-vaginal  fistula  are 
discussed.  Attention  is  directed  to 
avoidance  of  problems  in  the  manage- 
ment, both  preoperatively  and  post- 
operatively.  Elustrative  cases  are  dis- 
cussed. 


by 

Bernard  J.  Begley,  M.D.  F.A.C.S.* 


INTRODUCTION 

Vesico  vaginal  fistula  is  first  documented  to  have 
occurred  in  800-600  B.C.1  Fatio  first  described 
vaginal  repair  in  1752.  Sims2  set  down  enduring 
principles  of  repair  and  called  attention  to  the  prob- 
lem in  1852.  Trendelenburg  first  described  the  trans- 
vesical approach  in  1890. 3 O'Conor  has  contributed 
meaningfully  in  modern  times. 4-5’G 

CAUSES 

Today  the  bulk  of  vesico  vaginal  fistulae  are  said 
to  be  secondary  to  abdominal  hysterectomy  for  fi- 
broid uteri,  especially  where  there  is  difficulty  sepa- 
rating the  tumor  from  the  bladder,  and  where  there 
is  difficulty  closing  the  vaginal  cuff.  Previous  radia- 
tion to  the  area  and  wound  infection  are  also  pre- 
disposing factors.7 

It  is  interesting  that  in  the  present  report  three  of 
the  patients  had  fistulae  secondary  to  the  above,  but 
two  had  fistulae  secondary  to  high  forceps  applica- 
tion during  obstetrical  care. 

Fistulae  secondary  to  inflammatory  lesions  are 
rare.  Syphilis  has  been  mentioned  in  the  older  litera- 
ture. 

DIAGNOSIS 

The  history  of  vaginal  leakage  of  urine  is  sugges- 
tive. Stress  incontinence,  neurogenesis  and  uretero- 
vaginal  fistula  must  be  ruled  out.  All  of  the  women 
in  the  present  report  voided  well  but  in  addition  had 
continuous  vaginal  leakage  of  urine  in  the  upright 
position.  Some  were  dry  when  lying  down.  Physical 
examination  included  speculum  examination  of  the 
vagina  and  cystoscopy  with  use  of  colored  dyes  where 


* Urologist,  Sioux  Falls,  S.D.;  Clinical  Faculty,  School  of 
Medicine,  University  of  South  Dakota. 


the  fistula  eludes  immediate  detection.  Xray  exami- 
nation should  include  intravenous  pyelography  and 
cystography,  and  retrograde  pyeloureterography 
where  indicated. 

DOCUMENTATION 

For  record  purposes  in  the  future  the  date  of 
surgery  or  obstetrical  care  should  be  documented. 
The  date  leakage  began.  Whether  it  was  preceded  by 
fever  should  be  documented.  If  the  patient  has  been 
able  to  resume  coitus,  this  should  be  documented. 
The  location,  size,  and  number  of  fistulae  should  be 
documented. 

PREOPERATIVE  MANAGEMENT 

Obviously,  concomitant  lesions  such  as  uretero- 
vaginal  and  rectovaginal  fistulae  should  be  ruled  out. 
Unsuspected  ureteral  obstruction  is  a possibility  and 
warrants  early  complete  diagnostic  study. 

Urinary  and  vaginal  inflammation  should  be  ap- 
propriately treated. 

Psychologic  support  should  be  given.  The  ulti- 
mate favorable  outcome  should  be  stressed.  Tran- 
quilizers should  be  used  as  necessary. 

If  oopherectomy  was  performed  or  if  the  patient 
is  post-menopausal,  estrogens  should  be  given  by 
mouth  to  promote  healthy  surrounding  tissues. 

Urethral  catheters  are  often  used  to  help  keep  the 
perineum  dry  but  obviously  will  make  it  more  diffi- 
cult to  control  bladder  infection.  The  patient’s  com- 
fort must  be  weighed  against  this.  Occasionally  a 
Pezzer  catheter  can  be  glued  to  a diaphragm  and 
placed  vaginally  to  keep  the  patient  dry. 

Phisohex  douches  are  used  at  least  the  night  be- 
fore surgical  repair. 
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CRITERIA  OF  OPERABILITY 

Infection  in  the  bladder  and  vagina  should  be  un- 
der good  control  prior  to  surgery.  I most  often 
remove  the  urethral  catheter  at  least  two  weeks  prior 
to  surgery.  There  should  be  complete  stabilization  of 
inflammation  and  induration  in  the  surrounding  tis- 
sues prior  to  surgical  repair.  In  my  experience  this 
has  required  four  to  twelve  months.  It  is  best  judged 
by  palpation  and  inspection. 

TREATMENT 

Non-operative  treatment  consists  of  leaving  a 
urethral  catheter  indwelling  for  about  three  weeks. 
It  is  not  frequently  successful.  Transurethral  co- 
agulation with  the  electrosurgical  unit  occasionally 
will  promote  healing  of  small  fistulae. 

Operative  treatment  of  low  lying  fistulae  can  be 
accomplished  by  a vaginal  approach  but  it  is  my 
opinion  that  there  is  a higher  rate  of  failure,  because 
mobilization  of  surrounding  tissues,  to  preclude  ten- 
sion on  suture  lines,  is  more  difficult.  Also,  protec- 
tion of  the  ureters  is  more  difficult. 

Transvesical  repair  of  vesicovaginal  fistulae  al- 
lows identification  and  protection  of  the  ureters; 
wide  mobilization  of  the  bladder  and  vagina;  use  of 
flaps  of  bladder,  peritoneum,  or  omentum  to  fill  the 
defect  and  to  interpose  between  the  two  structures; 
treatment  of  concomitant  lesions  such  as  stone,  tu- 
mor, or  ureterovaginal  fistulae;  and  use  of  a supra- 
pubic catheter.  Both  intraperitoneal  and  extraperi- 
toneal  approaches  can  be  used  in  individual  cases. 
In  the  five  present  cases,  the  extraperitoneal  ap- 
proach has  been  more  than  adequate. 

Diversion  of  the  urine  supravesically  is  sometimes 
the  treatment  of  choice,  especially  when  there  has 
been  extensive  use  of  radiation. 

PRINCIPLES  OF  SURGERY 

1.  Identification  and  preservation  of  the  integrity 
of  the  ureters  is  assured  by  catheterization  and  an 
understanding  of  their  relationship  to  the  fistula  and 
the  base  of  the  bladder. 

2.  It  is  important  to  excise  all  of  the  tissues  involved 
in  the  fistula  with  margins  out  into  healthy  tissue 
of  all  structures. 

3.  All  tissue  planes,  that  is  the  bladder,  peritoneum 
and  vagina,  must  be  freed  up  to  avoid  tension  in 
the  closure  of  the  vagina  and  bladder. 

4.  Closure  by  layers,  atraumatically,  and  at  right 
angles,  and  not  in  juxta-position,  must  be  carried  out. 

POSTOPERATIVE  CARE 

Unobstructed  catheter  drainage  is  of  paramount 


importance.  Avoidance  of  irrigation  is  the  rule  unless 
there  is  obstruction.  Two  way  suprapubic  and 
urethral  catheter  drainage  is  extra  insurance  against 
catheter  occlusion.  I leave  a suprapubic  catheter 
much  longer  than  recommended,  but  have  not  en- 
countered problems  and  a successful  outcome  in  all 
cases  treated  is  my  argument  against  changing.  The 
suprapubic  catheter  is  left  for  four  weeks.  Some 
writers  do  not  use  a urethral  catheter,  feeling  it  irri- 
tates the  repaired  area;8  however,  I believe  the  im- 
portance of  having  an  extra  catheter  in  case  the 
suprapubic  becomes  occluded  outweighs  their  con- 
sideration. 

Coitus  can  safely  be  resumed  six  weeks  after  sur- 
gery. 

1 firmly  believe  it  is  imperative  to  follow  these 
patients  for  at  least  two  years  following  repair.  The 
rapport  established  is  of  unestimable  value  to  the 
patient,  the  surgeon,  and  the  original  referring  doc- 
tor. 


CASE  HISTORY 

A 30  year  old  lady  had  her  second  child  (the 
first  was  delivered  per  vagina  uneventfully  five  years 
previously)  June  22,  1966.  High  forceps  were 

placed,  a rent  in  the  bladder  ensued,  and  Caesarian 
section  with  repair  of  the  rent  was  carried  out.  Post- 
operative vaginal  urinary  leakage  and  left  leg  phle- 
bitis made  for  a stormy  course.  November  10,  1966, 
abdominal  repair  of  a vesicovaginal  fistula  was  done. 
Twenty  days  later  vaginal  urinary  leakage  occurred 
and  had  continued  until  I saw  her  February  7,  1967. 
Urine  was  present  in  the  vagina.  Cystoscopy  showed 
marked  distortion  of  the  trigone  with  thinness,  with  a 
fistula  between  the  ureteral  orifices  opening  against 
the  anterior  surface  of  the  cervix.  Repair  was  done 
April  21,  1967.  Catheter  was  removed  May  22, 
1967.  Coitus  was  resumed  May  29,  1967.  The  pa- 
tient was  dismissed  August  28,  1967.  Information 
by  attorney  was  requested  September  9,  1968.  On 
October  26,  1970,  the  case  was  settled  out  of  court. 

SUMMARY 

Causes,  Diagnosis,  Treatment,  Criteria  of  Op- 
erability, Preoperative  Management,  Surgical  Prin- 
ciples, and  Postoperative  Care  of  Vesicovaginal 
Fistulae  are  discussed.  Five  patients  with  vesico- 
vaginal fistula  have  been  successfully  repaired  by  a 
single  suprapubic  transvesical  extraperitoneal  ap- 
proach. In  one  patient  a bladder  flap  technique  was 
used  to  cover  an  extensive  defect  in  the  base  of  the 
bladder. 
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/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
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When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain. 


Che  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


^EMPIRIN 

COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
[64.8  mg]  gr  1 
No.  3 codeine  phosphate* 
[32.4  mg)gr  V2 

Each  tablet  also  contains  aspirin 
gr  3’/2,  phenacetin  gr  2V2, 
caffeine  gr  V2. 

Warning-may  be  habit-forming. 
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SCREENING  TESTS 

The  time  seems  to  have  arrived  when  a whole  host  of  people  from  within  our  own  state  and  many 
from  without  feel  the  necessity  for  mass  screening  to  provide  better  health  care. 

Perhaps  the  first  example  of  this  came  with  thermography,  and  I am  sure  all  of  us  could  give  striking  ex- 
amples of  some  of  the  problems  that  have  been  fraught  with  this  program.  The  thermography  program  is 
not  a proven  modality  at  this  stage,  and  unfortunately,  in  our  state  a great  number  of  suspicious 
thermography  reports  were  sent  to  physicians.  It  is,  in  fact,  estimated  that  30-35  percent  of  all  patients 
who  were  seen  and  received  thermographic  examinations  had  suspicious  results  sent  to  their  physicians. 
This  resulted  in  the  physician  having  to  contact  the  patient  in  some  way,  either  by  letter  or  by  tele- 
phone call,  to  tell  them  of  suspicious  thermography  results  and  advise  them  to  come  into  the  office  for 
examination.  Some  of  these  examinations  clinically  were  sufficient;  others  because  of  the  tone  of  the  re- 
port required  mammography,  and  indeed,  some  even  required  needle  aspiration  and  a very  few,  biopsy.  While 
the  intent  of  this  program  was  obviously  good,  the  net  result  has  been  somewhat  negative  in  that  many 
patients  were  filled  with  fear,  anxiety  and  apprehension  and  were  thereby  forced  to  rather  expensive  follow- 
up for  a supposedly  simple  and  inexpensive  screening  that  was  at  best  experimental.  The  fear  and  anxiety 
created  and  the  problems  that  were  fraught  with  the  program  have  probably  far  exceeded  any  good  results 
that  may  have  come  from  the  program.  The  obvious  good  result  is  a constant  awareness  of  the  necessity 
for  breast  examination  in  females,  and  this  good  result  we  cannot  deny.  One,  of  course,  has  to  evaluate  the 
positive  verses  the  negative  results,  and  in  the  case  of  thermography  it  seems  to  be  the  opinion  of  all  the 
districts  where  I have  visited  that  the  negative  results  have  been  the  prepondering  factor  in  this  program. 
This,  however,  was  only  the  beginning. 

At  the  present  time  we  are  experiencing  a whole  flood  of  screening  programs  from  screening  chemistries 
to  screening  electrocardiograms  to  chest  x-rays  to  head  x-rays  and  even  the  potentiality  for  self-adminis- 
tered pap  smears.  We  should  be  well  aware  of  the  fact  that  any  of  us  who  are  contacted  to  participate  in 
these  programs  should  have  one  action  in  mind,  and  that  is  to  inform  the  South  Dakota  State  Medical  As- 
sociation and  have  an  appropriate  group  of  individuals  most  knowledgeable  in  that  subject  from  the 
Medical  Association  investigate  and  evaluate  the  potential  effects  of  any  such  program  before  we  par- 
ticipate in  it.  One  of  the  most  important  evaluations  is  to  be  certain  that  a false  sense  of  security  is  not 
created  in  people  which  might  cause  them  to  delay  further  investigation  of  any  medical  problem.  It  also 
is  extremely  important  not  to  delegate,  either  to  interested  people  or  to  any  others,  as  second  class  kind  of 
medical  care;  particularly  if  this  were  federal  regulation  or  any  other  governmental  or  agency  regulation,  it 
could  cost  a great  deal  more  in  tax  dollars  than  first  class  care  would  cost  under  the  private  enterprise  prac- 
tice of  medicine. 

I would  advise  each  and  every  physician  in  the  state  of  South  Dakota  to  notify  the  South  Dakota  State 
Medical  Association  immediately  if  he  is  approached  by  any  of  the  governmental  agencies  or  other  agen- 
cies to  participate  in  a program  so  that  it  may  have  the  proper  evaluation  by  people  who  are  experts  in 
the  field  and  who  can  give  this  evaluation  prior  to  the  institution  of  such  program.  Only  in  this  way  will 
we  be  able  to  review  these  programs  before  their  onset  and  not  be  left  in  the  position  in  which  we  have  found 
ourselves  recently,  that  of  having  to  combat  such  programs  because  of  some  inherent  evils  even  though  the 
concept  may  have  been  good.  Also  it  must  be  a warning  to  us  that  consumer  needs  must  be  critically  ob- 
served and  perhaps  the  time  may  come  when  we  as  a medical  association  may  have  to  investigate  the  feel- 
ings of  local  consumers  as  to  their  needs  for  some  of  the  various  programs  that  have  been  made  avail- 
able to  them,  and  try  to  provide  the  means  to  satisfy  these  needs  without  their  feeling  that  they  must  go  else- 
where to  find  the  appropriate  program  to  answer  their  needs,  real  or  imaginary.  Your  continued  help  and 
support  in  these  and  all  the  matters  that  affect  the  daily  practice  of  medicine  are  certainly  appreciated  by 
the  South  Dakota  State  Medical  Association.  Thank  you. 

Sincerely, 

G.  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you're  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal i ndustry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


VICE  PRESIDENT  SPEAKS 

The  four  year  Medical  School  for  South  Dakota 
is  now  a fact.  The  school  has  been  given  a mandate 
by  the  State  Legislature  to  encourage  and  promote 
the  family  practice  of  medicine.  Your  South  Dakota 
Chapter  of  the  AAFP  is  determined  to  do  what  it 
can  to  help  in  this  endeavor.  Unfortunately,  only 
about  50  percent  of  the  family  practitioners  in  South 
Dakota  are  members  of  the  AAFP.  We  would  like 
to  make  this  figure  100  percent.  I would  encourage 
members  to  seek  new  members  and  non-members 
to  join.  As  our  Chapter  grows  in  strength  and  influ- 
ence, so  will  our  image  grow  brighter  in  the  eyes  of 
our  medical  students. 

Be  active  in  your  AAFP! 

B.  O.  Lindbloom,  M.D. 

Vice  President,  SDAFP 

Winter  Meeting — Watch  next  issue  for  details  re- 
garding a winter  ski/medical  meeting  to  be  held  in 
the  Northern  Black  Hills.  This  SDAFP  sanctioned 
meeting  is  being  organized  by  Drs.  Gary  Welsh  of 
Lead  and  Mike  Brown  of  Spearfish. 

“FP”  Club  Activities — The  first  Family  Practice 
Club  meeting  for  the  year  was  held  at  the  Medical 
School  in  Vermillion,  on  Friday,  November  14,  in 
conjunction  with  the  Fall  Student  Seminar,  which 
included  the  Emergency  Medical  Training  Course. 
Larry  Finney  of  Sioux  Falls  is  chairman  of  the 
committee,  which  also  includes  second  year  FP  resi- 
dent Dan  Morton,  clinical  student  Larry  Weitzen- 
kamp  and  pre-clinical  student  Tim  Grode. 


Legislative  and  Public  Policy  Committee — This  com- 
mittee, under  the  chairmanship  of  Dr.  Curtis  Jah- 
raus  of  Pierre,  has  been  busy  developing  a legisla- 
tive program  which  they  hope  will  lead  to  partial 
legislative  funding  of  Family  Practice  Residencies  in 
South  Dakota.  A feasibility  study  of  other  potential 
residency  sites  is  part  of  their  charge,  with  support 
funding  by  our  SDAFP  Chapter. 


Family  Medicine  Refresher  Correspondence  Course 

100 — You  have  all  received  a mailing  regarding  this 
challenging,  comprehensive  continuing  education 
program.  If  you  haven't  signed  up  as  yet,  or  have 
misplaced  the  mailing,  you  can  get  further  informa- 
tion by  writing:  GAFP,  P.O.  Box  3367,  Augusta, 
GA  30904. 


RFMC  Sites  Named — The  USD  School  of  Medicine 
has  announced  the  following  sites  for  1976-77  senior 
six  week  required  Rural  Family  Medicine  Clerk- 
ships: Brookings,  DeSmet,  Gregory,  Lead,  Madison, 
Mobridge,  Pierre,  Rapid  City  and  Tyndall. 


Art  Reding,  M.D.,  Charter  Member,  SDAFP,  was 
honored  by  his  community  of  Marion,  SD,  on  Sun- 
day, October  12,  1975,  for  40  years  of  continuous 
service.  Art  served  our  chapter  as  Delegate  for  19 
years.  Flowers  were  sent  from  the  chapter  for  the 
occasion. 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

ANAEROBIC  INFECTIONS  ALWAYS  WITH  US 

The  increasing  role  of  opportunistic  organisms  in 
causing  infections  and  technical  advances  at  the 
laboratory  level  have  greatly  increased  interest  in 
anaerobic  infections.  Anaerobes  are  frequently  not 
isolated — “sterile  abscess”  or  are  neglected  because 
they  often  occur  together  with  other  facultatively 
anaerobic  organisms  which  are  more  easily  culti- 
vated. In  general,  anaerobic  bacteria  seem  to  act  in 
synergism  with  facultative  anaerobes  in  producing 
infections.  Most  of  the  anaerobic  infections  are  en- 
dogenous and  involve  areas  where  anaerobic  normal 
flora  markedly  predominate.  These  include  1)  the 
mouth  and  mucous  membranes,  2)  the  female  genital 
tract,  and  3)  gastrointestinal  tract.  Since  the  anaero- 
bic bacteria  are  a considerable  part  of  our  normal 
flora  the  usual  cultures  of  sputum,  stool,  throat,  and 
bronchial  secretions  will  yield  many  anaerobes  but 
their  significance  is  impossible  to  determine.  Urine 
and  spinal  fluid  are  not  usual  sites  of  anaerobic  in- 
fection. A deep  abscess  in  any  organ,  such  as  the 
lung,  liver  or  central  nervous  system  or  infections 
involving  loss  of  integrity  in  the  areas  of  the  oral 
cavity,  female  genital  tract,  or  gastro-intestinal  tract 
frequently  are  anaerobic  infections  partly  or  wholly. 

When  such  an  infection  is  encountered  a culture 
should  be  made  preferably  by  aspirating  material  into 
a syringe  and  placing  a cork  on  the  needle.  The  cul- 
ture should  be  planted  as  soon  as  possible  to  pre- 
vent destruction  of  the  anaerobes  by  02.  Always  or- 
der a gram  stain!  Organisms  may  be  seen  on  the 
gram  stain  which  do  not  grow  on  culture  even 
though  special  media  and  special  methods  of  incuba- 
tion are  used.  Also  the  culture  may  have  to  be  incu- 
bated longer  or  examined  more  carefully  to  detect 
anaerobes. 

Antimicrobial  susceptibility  tests  for  these  organ- 
isms are  not  standardized  and  routine  tests  used  in 
many  laboratories  are  not  applicable.  However,  most 
of  the  anaerobes  are  quite  susceptible  to  penicillin. 
A particular  exception  to  this  is  a common  bowel 
organism  called  Bacteroides  fragilis.  This  organism 
is  often  seen  in  septicemias  and  is  notably  resistant 
to  penicillin  but  quite  sensitive  to  clindamycin  and 
chloramphenicol.  Most  anaerobes  are  notoriously 
resistant  to  the  aminoglycoside  antibiotics  such  as 
kanamycin  and  gentamicin.  The  relative  constancy 
of  the  antimicrobial  susceptibility  pattern  of  the 
anaerobic  bacteria  may  continue  to  be  important  as 
most  methods  for  determining  this  antimicrobial 
susceptibility  take  a number  of  days. 


You  don't 
drive  the  lease, 
you  drive 
the  car. 


Today,  it  seems  most  dealers  and 
leasing  firms  consider  the  lease  more 
important  than  the  ear  you’ll  have  to 
drive.  Not  Mercedes-Benz. 

A Mercedes-Benz  gives  you  features 
simply  not  available  on  any  domestic 
luxury  sedan  at  any  monthly  price. 

Come  in.  We’ll  help  tailor  a leasing 
plan  to  your  specific  needs.  The 
monthly  cost  should  surprise  you. 

This  year,  lease  a Mercedes-Benz. 
Because  you  don’t  drive  the  lease,  you 
drive  the  car. 

Lease  a 

Mercedes-Benz  from 
Vern  Eide  Buick 

33rd  and  South  Minnesota  Ave. 

Sioux  Falls,  S.D. 

Ph.  336-1720 


NOVEMBER  1975 
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SOUTH  DAKOTA  MEDICAT  SCHOOL 
ENDOWMENT  ASSOCIATION 


MORE  STUDENTS 
MORE  PROFESSORS 
MORE  BOOKS 
MORE  DEPARTMENTS 
MORE  OF  EVERYTHING 


It  all  takes  money,  which  the  Endowment  Association 
wants  to  provide  to  the  USD  School  of  Medicine  as 
the  4-year  degree  granting  program  is  developed. 


WON'T  YOU  HELP ? 
WE  NEED  EVERYONE 


Send  contributions*  to 

SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 

*Tax  deductible 
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OF  MEDICINE 

Published  Monthly  by  the  S.D.  State  Medical  Assn. 
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Clinieopathological  Conference 
Thirty-Three  Year  Old  Man  With  a One 
Month  History  of  Diarrhea 

John  F.  Barlow,  M.D. 

Gary  L.  Sinning,  M.D. 

Problem  Solving  in  Diagnostics 
and  Therapeutics  of  Neurology 
Lecture  #4  — Heniispheral  Lesions  Of 
The  Brain 
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BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 

MI-CEBRIN® 

Vitamins-Minerals 

MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 

AND  A WIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


400944 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adiunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


respond to 


& 

2-mg,  5-mg,  10-mg  scored  tablets 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  (nc. 
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Future  Meetings 


January 

Seminar  in  Pediatric  Nephrology  III: 
Current  Concepts  in  Diagnosis  and 
Treatment,  Americana  Hotel,  Bal 
Harbour,  FL,  Jan.  5-8,  AMA  Cate- 
gory I credits.  Div.  of  Con.  Med. 
Ed.,  U.  of  Miami  School  of  Med., 
P.O.  Box  520875  Biscayne  Annex, 
Miami,  FL  33152. 

Virgin  Islands  Seminar  in  Ob-Gyn, 

Frenchman’s  Reef,  St.  Thomas,  Vir- 
gin Islands,  Jan.  11-17.  Div.  of  Con. 
Med.  Ed.,  U.  of  Miami  School  of 
Med.,  P.O.  Box  520875  Biscayne 
Annex,  Miami,  FL  33152. 

Mayo  Outreach  Seminar,  “Common 
Crologic  Problems,”  McKennan 
Hosp.,  Sioux  Falls,  Jan.  23,  24.  5 
credit  hrs.,  Type  I.  Sec:  Med.  Ed., 
McKennan  Hosp.,  Sioux  Falls,  SD 
57101. 

Pathology  Symposium:  Review  and 
Recent  Practical  Advances,  Deau- 
ville Hotel,  Miami  Beach,  FL,  Jan. 
20-23.  Category  I AMA  credits.  Div. 
of  Con.  Med.  Ed.,  U.  of  Miami 
School  of  Med.,  P.O.  Box  520875 
Biscayne  Annex,  Miami,  FL  33152. 

Cardiology  Today,  An  Intensive  Re- 
view of  Clinical  Cardiology,  U.  of 
Iowa,  Iowa  City,  IA,  Jan.  26-30. 


Fee  - $200.  32  hrs.  Category  I 

AMA  or  AAFP  credits.  Contact: 
Carl  W.  White,  M.D.,  Dept,  of  In- 
ternal Med.,  C300  University  Hos- 
pital, Iowa  City,  IA  52242. 

First  Mid-Winter  Virgin  Islands  Clini- 
cal Conference,  St.  Thomas,  Virgin 
Islands,  Jan.  29-31.  14  hrs.  Cate- 
gory I AMA  credits.  Sec:  Harold 
A.  Hanno,  M.D.,  U.S.  Virgin 
Islands  Med.  Soc.,  Box  1442,  St. 
Thomas,  Virgin  Islands  00801. 

February 

3rd  Annual  Course  in  Practical  Mod- 
ern Neurology,  Hotel  Fontainebleau, 
Miami  Beach,  FL,  Feb.  2-6.  Div. 
of  Con.  Med.  Ed.,  U.  of  Miami 
School  of  Med.,  PO.  Box  520875 
Biscayne  Annex,  Miami,  FL  33152. 

Intensive  Coronary  Care — Physicians, 
Creighton  U.,  Omaha,  NE,  Feb. 
11-13.  Coord,  for  Con.  Ed.,  Creigh- 
ton U.,  2500  California,  Omaha, 
NE,  68178. 

New  Orleans  Mardi  Gras  Supercourse, 
“Newer  Concepts  of  Care  for  Pa- 
tients With  Respiratory  Disease,” 

Feb.  16,  29  prescribed  hrs.  AMA 
credit.  “Pulmonary  Function  in 
Health  & Disease,”  Feb.  17,  18 
prescribed  hrs.  AMA  credit.  “Pedi- 
atric Pulmonary  Disease,”  Feb.  18, 
16  prescribed  hrs.  AMA  credit. 
Braniff  Place,  New  Orleans,  LA 
Amer.  Thoracic  Soc.,  1740  Broad- 
way, New  York,  NY  10019. 


Refresher  Course  for  the  Family 
Physician,  U.  of  Iowa,  Iowa  City, 
IA,  Feb.  17-20.  AMA  and/or 
AAFP  credits.  Office  of  Con.  Med. 
Ed.,  U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  LA  52242. 

Basic  Neurology,  Hotel  Fontainebleau, 
Miami  Beach,  FL,  Feb.  23-27.  Div. 
of  Con.  Med.  Ed.,  U.  of  Miami 
School  of  Med.,  P.O.  Box  520875 
Biscayne  Annex,  Miami,  FL  33152. 

Mayo  Outreach  Seminar,  “Common 
Lung  Tumors”  and  Chronic  Ob- 
structive Lung  Disease,”  McKennan 
Hosp.,  Sioux  Falls,  Feb.  27,  28.  5 
credit  hrs.,  Type  I.  Sec:  Med.  Ed., 
McKennan  Hosp.,  Sioux  Falls,  SD 
57101. 

10th  Annual  Meeting  of  the  American 
Society  of  Contemporary  Medicine 
and  Surgery,  Americana  Hotel,  Bal 
Harbour,  FL,  Feb.  29-March  5. 
40-50  hrs.  AMA  Category  I credits. 
Dir:  John  G.  Bellow,  MD,  30  N. 
Michigan  Ave.,  Chicago,  IL  60602. 

March 

Sixth  Annual  Aspen  Radiology  Con- 
ference, Aspen  Institute  for  Hu- 
manistic Studies,  Aspen,  CO,  March 
1-5.  Chr:  Emanuel  Salzman,  M.D., 
Div.  of  Radiology,  Beth  Israel 
Hosp.,  Denver,  CO  80204. 

(continued  on  page  15) 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


THIRTY-THREE  YEAR  OLD  MAN  WITH  A ONE  MONTH 

HISTORY  OF  DIARRHEA 


Gary  L.  Sinning,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


This  33-year  old  married  Caucasian  male  entered  Sioux 
Valley  Hospital  with  a one  month  history  of  diarrhea. 

One  month  prior  to  admission  while  the  patient  and  his 
wife  were  in  Acapulco,  Mexico,  he  developed  severe 
diarrhea  which  was  persistent  despite  antibiotic  and  anti- 
cholinergic therapy.  This  was  characterized  by  numerous 
watery  stools  with  a minimal  amount  of  mucus  and  oc- 
casional bright  red  blood  streaking  of  the  stools.  Two  weeks 
prior  to  admission  he  developed  a persistent  nonproductive 
cough.  Five  days  prior  to  admission  he  developed  itching 
and  redness  of  both  eyes  with  discharge  of  some  yellow 
sticky  material.  There  was  an  eight  pound  weight  loss  over 
two  to  three  weeks  and  some  anorexia.  There  was  a history 
of  mild  urethritis  with  watery  discharge  three  weeks  prior 
to  admission.  This  was  transient.  There  was  no  skin  rash. 
The  patient  also  had  severe  lower  back  pain  radiating 
into  the  right  hip  for  one  week  prior  to  admission.  The 
patient  had  had  an  operation  for  ruptured  appendix  at  age 
12  requiring  several  units  of  blood.  He  had  also  been 
told  15  years  ago  that  he  had  multiple  sclerosis  because  of 
foot  drop  but  had  had  no  problem  since. 

PHYSICAL  EXAMINATION:  Weight  200  lbs.,  height 
5'11",  blood  pressure  120  systolic  and  80  diastolic,  pulse 
84/min.  and  regular,  respirations  18/min.  and  regular, 
temperature  99® F orally.  The  sclerae  and  conjunctivae 
were  markedly  inflamed  and  there  was  yellow  green  mucoid 
material.  The  fundi  appeared  clear.  There  was  no  other 
abnormality  in  the  head  and  neck.  The  patient  had  a non- 
productive cough  and  a few  rales  in  the  anterior  chest 
superiorly  but  no  other  findings  in  the  chest.  The  heart 
showed  a normal  sinus  rhythm  with  no  murmurs.  There 
was  a right  lower  quadrant  healed  scar  and  slight  tenderness 
to  deep  palpation  in  the  mid-epigastrium.  No  organs,  masses, 
spasm,  or  tenderness  were  noted  on  the  abdominal  exami- 
nation. Rectal  examination  was  unremarkable.  Neurologic 
examination  was  unremarkable. 


*Second  Year  Resident  in  Family  Practice,  Sioux  Falls, 
South  Dakota. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 


LABORATORY  DATA:  Urinalysis — yellow  and  turbid, 
specific  gravity  1.024,  pH  5.0,  trace  of  protein,  negative 
for  glucose,  ketone  bodies,  bile  and  hemoglobin;  sediment 
15-20  white  cells/high  power  field.  2-3  red  cells/high  power 
field  amd  multiple  mucus  threads.  Hemoglobin  12.3  gms/dl, 
red  count  4.55  million/mm3,  hematocrit  37  vols/dl,  mean 
corpuscular  hemoglobin  27  micromicrograms,  mean  corpus- 
cular volume  82  cubic  niicra,  mean  corpuscular  hemoglobin 
concentration  33%,  white  count  11,000/mm3  with  63% 
segmented  neutrophils,  3%  neutrophilic  bands,  2%  eosino- 
phils, 29%  lymphocytes  and  3%  monocytes.  The  platelets 
were  normal  in  number  and  morphology  on  smear.  The 
red  cells  showed  slight  rouleaux  formation  and  slight 
anisocytosis  but  were  normochromic.  The  erythrocyte  sedi- 
mentation rate  was  57  mm/hr.  Total  protein,  calcium, 
inorganic  phosphorus,  cholesterol,  glucose,  blood  urea 
nitrogen,  uric  acid,  creatinine,  total  bilirubin,  alkaline 
phosphatase,  lactic  dehydrogenase,  and  aspartate  amino- 
transferase (SGOT)  were  within  normal  limits.  Three  studies 
for  ova  and  parasites  in  the  stool  were  unremarkable. 
Direct  swabs  from  ulcers  of  the  colon  showed  no  amebae 
on  two  occasions.  A rectal  biopsy  showed  acute  and 
chronic  inflammation  with  microabscesses.  Cultures  of  the 
stool  on  three  occasions  showed  no  enteric  pathogens. 
Cultures  of  the  eye  exudate  showed  no  growth.  A urine 
culture  showed  no  growth  in  48  hours.  A fluorescent 
antinuclear  antibody  test  was  negative.  A C-reactive  protein 
was  positive  and  a repeat  erythrocyte  sedimentation  rate 
was  81  mm/hr.  A protein  electrophoresis  revealed  total 
protein  7.0  gms/dl  with  3.4  gms  albumin  (49%),  0.4  gms/dl 
alpha  I globulin  (5%),  1.3  gms/dl  alpha  II  globulin  (19%), 
0.8  gms/dl  beta  globulin  (12%),  and  1.1  gms/dl  gamma 
globulin  (15%).  The  pattern  was  interpreted  as  nonspecific 
stress  pattern  seen  in  acute  and  chronic  diseases.  Febrile 
agglutinin  tests  for  salmonella,  rickettsia  organisms,  brucella, 
and  tularemia  were  unremarkable.  Triglycerides  were  within 
normal  limits.  Ph  7.35,  pC02  44  mm  of  Mercury,  C02 
content  25  meq/liter,  sodium  136  meq/liter,  potassium 
3.8  meq/liter,  chloride  103  meq/liter.  An  electrocardiogram 
was  within  normal  limits.  A chest  film  was  unremarkable. 
A barium  enema  showed  a right  sided  colonic  diverticulum 
but  was  otherwise  negative.  Films  of  the  pelvis  and  lum- 
bosacral spine  and  right  ankle  were  negative.  Sigmoidoscopy 
was  done  on  several  occasions  and  showed  multiple  ele- 
vated gray  ulcers  which  bled  easily. 
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After  admission  to  the  hospital  the  patient  did 
develop  some  redness,  pain,  swelling  and  tenderness 
in  the  right  ankle.  The  patient  was  discharged  on  a 
broad  spectrum  antibiotic,  diphenoxylate,  and  phe- 
nylbutazone. 

DR.  SINNING:  This  man  traveled  to  Mexico  and 
developed  diarrhea.  I suppose  we  should  concen- 
trate on  the  possibilities  suggested  by  this  statement. 
It  is  possible  that  all  of  the  other  symptoms  the 
man  had  were  secondary  to  diarrhea  contracted  in 
Mexico.  Viral  gastroenteritis  would  produce  more 
abdominal  pain,  occasional  vomiting  and  nausea  and 
would  not  have  produced  the  ulcers  in  the  colon. 
Cholera  is  more  fulminant  with  “rice  water”  stools. 
The  ulcers  would  also  not  occur  in  cholera.  Staphy- 
lococcal food  poisoning  would  be  accompanied  by 
nausea  and  vomiting  and  would  not  be  a bloody 
diarrhea.  He  did  have  a bloody  diarrhea  which  is 
consistent  with  a bacterial  dysentery,  such  as  caused 
by  Shigella  or  possibly  salmonella.  Three  parasites 
Giardia  Lamblia,  Balantidium  Coli,  and  Entameba 
histolytica  can  also  cause  a dysentery-like  illness. 
Salmonellosis  would  be  unlikely  although  it  is  fre- 
quently contracted  in  Mexico.  The  stool  cultures  were 
negative  and  the  febrile  agglutinin  tests  did  not  show 
a rise  in  titer.  He  was  treated  in  Acapulco  with 
antibiotics.  This  could  have  altered  the  rise  in  anti- 
body titers.  Salmonellosis  is  usually  spread  by  the 
fecal-oral  route  and  can  be  spread  from  man  to  man. 
The  incubation  period  is  usually  48  to  72  hours.  If 
the  salmonellae  proliferate  to  overcome  the  local 
defenses  of  the  small  bowel,  they  are  absorbed 
through  the  lymphatics  and  reticuloendothelial  sys- 
tem. Bacteremia  occurs.  Stool  cultures  are  not  posi- 
tive until  10  days  after  this  bacteremic  phase  al- 
though, occasionally,  in  the  first  24  to  72  hours, 
you  might  get  a positive  stool  cluture.  Salmonella 
does  invade  the  ileum  and  does  give  rise  to  ulcers 
which  may  also  occur  in  the  jejunum,  cecum  and 
the  remainder  of  the  colon.  Hemorrhage  and  perfora- 
tion from  these  ulcers  can  occur  about  3 or  4 weeks 
after  the  onset  of  the  illness.  Rose  spots  are  seen 
in  about  20%  of  the  cases  of  systemic  salmonellosis. 
This  man  did  not  have  a rash.  The  salmonella  may 
lodge  in  any  organ  during  the  bacteremic  phase,  in- 
cluding the  gallbladder  where  they  can  cause  a 
chronic  infection  and  carrier  state.  Osteomyelitis, 
pneumonia,  endocarditis,  nephritis  due  to  localiza- 
tion of  salmonella  may  also  occur.  This  patient  did 
have  some  colonic  and  urinary  symptoms.  One  of 
the  manifestations  of  the  bacteremic  phase  of  sal- 
monellosis is  a headache  and  fever  and  there  is  no 
indication  of  this  in  the  protocol.  Conjunctival  in- 
jection may  also  occur.  Arthalgia  may  occur  with 


salmonellosis  but  true  arthritis  is  very  rare.  There 
is  also  a leukopenia  usually  but  our  patient  has  a 
slightly  elevated  white  count.  The  serologic  tests 
are  very  reliable  in  salmonellosis  after  several  weeks 
and  they  are  negative  in  this  case.  Diseases  such  as 
rickettsiosis,  brucellosis,  tuleremia  which  produce 
more  systemic  symptoms  such  as  headache  and  fever 
are  ruled  out  by  the  febrile  agglutination  tests. 
These  entities  are  usually  not  accompanied  by  diar- 
rhea anyway. 

Shigellosis  or  bacillary  dysentry  is  a very  likely 
possibility  for  what  the  patient  developed  in  Mexico, 
even  though  the  cultures  were  negative.  The  disease 
can  be  transmitted  from  man  to  man  and  produces 
an  acute  self  limited  disease  usually  confined  to  the 
colon.  There  is  very  seldom  any  arthritis  associated 
with  this  disease.  The  disease  has  about  24  to  48 
hour  incubation  period  and  there  is  a very  low 
number  of  organisms  needed  to  cause  disease  as 
compared  to  salmonellosis.  The  entire  colon  is  usual- 
ly involved  and  occasionally  the  terminal  ileum.  The 
bowel  looks  inflamed,  edematous  with  fribrinous 
exudate  and  then  goes  on  to  develop  easy  bleeding 
ulcerations.  This  is  similar  to  what  was  described 
in  this  case.  The  stools  are  liquid  green  and  often 
have  abundant  mucus.  Twenty  to  30%  will  de- 
velop bloody  diarrhea.  Stool  culture  is  the  best 
method  for  diagnosis  of  shigellosis  and  blood  cul- 
tures are  usually  negative.  The  febrile  agglutination 
studies  are  unreliable  for  diagnosis  of  this  disease. 
Usually  shigellosis  is  more  self  limited  than  our 
patient's  disease.  This  would  make  me  more  sus- 
picious of  a more  chronic  disease  like  ulcerative 
colitis.  The  treatment  for  shigellosis  is  usually  symp- 
tomatic although  occasionally  antibiotics  may  be 
used. 

DR.  BARLOW:  For  severe  shigellosis  some  have 
recommended  ampicillin  or  a combination  of  sulfa 
and  trimethoprim.  There  is  some  feeling  that  the 
patient  should  not  be  given  anything  to  markedly 
reduce  bowel  motility  in  shigellosis  as  it  may  in- 
crease the  bowel  damage.  This,  of  course,  would 
only  be  the  case  in  which  the  diagnosis  of  shigellosis 
was  definitely  established. 

DR.  SINNING:  In  ulcerative  colitis  which  this  also 
could  be,  edema  and  reddening  of  the  bowel  mucosa 
which  is  often  very  friable  can  occur.  The  mucosa 
often  bleeds  at  the  slightest  touch.  The  minute  ab- 
scesses which  were  described  microscopically  are 
often  seen  but  are  not  specific.  Ulcerative  colitis  can 
involve  any  part  of  the  colon  from  just  the  rectum 
to  the  entire  colon  and  even  may  involve  the  terminal 
ileum.  I think  the  sigmoidoscopy  findings  here  are 
quite  consistent  with  ulcerative  colitis. 
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*DR.  D.  G.  ORTMEIER:  These  were  very  discrete 
from  0.5  to  1.0  cm.  lesions  with  gray  membrane 
and  noimal  bowel  mucosa  in  between. 

DR.  SINNING:  That  would  be  less  compatible  with 
ulcerative  colitis  than  with  shigella  infection  or 
pseudomembranous  enterocolitis.  In  ulcerative  colitis 
either  a peripheral  arthritis  or  a spondylitis  can 
develop.  About  25%  to  30%  of  the  patients  develop 
arthritis  as  a complication  of  ulcerative  colitis.  Three 
quarters  of  them  develop  the  peripheral  arthritis  and 
one  quarter  will  develop  the  spondylitis.  This  usual- 
ly develops  between  the  ages  of  25  and  35.  They 
usually  have  had  the  colitis  six  months  to  a year 
before  this  complication.  Arthritis  seems  to  be  more 
common  in  those  patients  who  have  more  extensive 
involvement  of  the  colon  or  who  have  pseudopoly- 
posis by  sigmoidoscopy.  Other  complications  of  ul- 
cerative colitis  include  uveitis  (which  could  be  con- 
fused with  conjunctivitis),  mouth  ulcers,  and  other 
skin  lesions  including  pyoderma  gangrenosum  and 
erythema  nodosum.  Incidently,  the  arthritis  of  ul- 
cerative colitis  can  be  monarticular  and  the  spondy- 
litis is  indistinguishable  from  that  seen  in  ankylosing 
spondylitis.  The  spondylitis  in  ulcerative  colitis  usu- 
ally will  progress  in  spite  of  colectomy  where  the 
peripheral  arthritis  usually  does  not  recur  after 
colectomy.  Regional  enteritis  (Crohn’s  disease)  can 
be  complicated  by  an  arthritis  in  5 % of  the  cases. 

The  major  symptoms  that  this  patient  had  were 
urethritis,  conjunctivitis,  arthritis,  and  diarrhea. 
These  are  the  major  manifestations  of  Reiter's 
syndrome.  This  entity  usually  occurs  in  males  from 
20  to  40  years  of  age  and  is  often  seen  following 
either  sexual  exposure  or  bacillary  dysentery.  The 
syndrome  is  much  more  common  in  males,  parti- 
cularly after  sexual  exposure.  Extensive  cultural  stu- 
dies have  not  uncovered  a cause  for  the  disease. 
The  usual  first  manifestation  of  Reiter's  syndrome 
is  urethritis  which  follows  the  intercourse  or  diarrhea 
by  one  to  four  weeks.  This  is  followed  in  a few 
days  by  conjunctivitis,  arthritis,  and  possible  muco- 
cutaneous lesions.  Were  there  any  skin  or  oral 
lesions? 

DR.  ORTMEIER:  No. 

DR.  SINNING:  Anorexia,  malaise,  weight  loss,  and 
low  grade  fever  may  occur  in  Reiter’s  syndrome  but 
shaking  chills  are  rare.  The  urethritis  may  be  very 
mild  without  discharge  or  there  may  be  a purulent 
discharge.  In  gonococcemia  chills  are  common  and 
the  urethral  discharge  is  usually  purulent.  If  the 


* Family  Practitioner,  Sioux  Valley  Hospital,  Clinical 
faculty.  School  of  Medicine,  The  University  of  South 
Dakota. 


prostate  is  milked  in  Reiter’s  syndrome,  some  puru- 
lent material  may  be  obtained.  There  is  usually 
dysuria  and  75%  of  patients  will  develop  a prosta- 
titis and/or  seminal  vesiculitis.  This  is  quite  dif- 
ferent than  gonococcal  disease  in  which  usually  an 
epididymitis  develops  instead  of  prostatitis  and  semi- 
nal vesiculitis.  Epididymitis  is  quite  rare  in  Reiter’s 
syndrome.  Twenty  percent  of  patients  with  Reiter’s 
syndrome  may  develop  a cystitis  which  may  vary 
from  mild  to  severe.  Meatal  stenosis  may  occur.  On 
cystoscopy  ulcerations  and  small  papules  in  the 
urethra  and  marked  edema  of  the  bladder  may  be 
seen. 

A differential  diagnostic  problem  in  a patient  with 
urethritis  and  arthritis  is,  of  course,  gonorrhea.  Un- 
fortunately, even  if  you  have  a positive  culture  for 
gonococcus,  Reiter’s  syndrome  may  follow  this 
disease.  If  you  have  a positive  culture,  you  should 
treat  the  patient  for  gonorrhea.  If  the  patient  has  an 
arthritis  due  to  gonococcus,  the  arthritis  should  re- 
spond to  penicillin;  but  the  arthritis  will  not  be  af- 
fected by  penicillin  if  the  patient  has  Reiter’s  syn- 
drome. If  there  is  any  question,  I think  the  pa- 
tient should  be  treated  with  penicillin. 

The  conjunctivitis  of  Reiter’s  syndrome  may  vary 
in  severity  and  is  usually  bilateral  but  may  be  uni- 
lateral. More  serious  iritis  or  uveitis  may  occur.  The 
arthritis  of  Reiter’s  syndrome  usually  involves  the 
joints  of  the  lower  extremities  and  back  or  ankle, 
knee,  and  interphalangeal  joints.  Pain  in  the  low 
back  is  quite  common  in  Reiter’s  syndrome  but  in- 
volvement of  the  hip  is  rare.  The  arthritis  is  usually 
asymmetric  and  occurs  four  weeks  after  the  urethri- 
tis. The  arthritis  is  usually  self-limited  and  has  a 
course  of  two  to  six  months  without  residual.  Seven- 
ty-five percent  of  patients  with  Reiter’s  syndrome 
will  have  recurrences.  Very  little  joint  permanent 
damage  is  noted  on  x-ray. 

Mucocutaneous  lesions  were  not  present  in  this 
patient  but  are  not  uncommon  in  Reiter’s  syndrome. 
They  may  be  very  transient.  They  occur  on  the  glans 
penis,  on  the  palms  and  soles,  and  in  the  mouth. 
The  lesions  on  the  palms  and  soles  are  described  as 
brownish  red  macules  which  become  scaly  and 
crusted.  The  lesions  are  similar  to  those  of 
psoriasis;  which,  however,  does  not  involve  the  palms 
and  soles.  The  skin  lesions  of  Reiter’s  syndrome  may 
involve  the  trunk  and  scalp  but  this  is  quite  rare. 
Brownish  red  discoloration  of  the  free  margin  of  the 
fingernails  and  toenails  may  occur.  The  nails  may 
become  opaque  and  brittle  but  there  is  no  pitting 
as  there  is  in  psoriasis. 

One  of  the  most  frequent  areas  of  involvement  is 
on  the  penis.  The  common  form  of  the  skin  lesions 


DECEMBER  1975 


9 


in  the  uncircumcised  male  is  as  moist  papular  lesions 
which  completely  encircle  the  glans.  This  is  called 
circinate  balanitis.  In  the  circumcised  male  papular 
scaly  lesions  similar  to  those  on  the  palms  and  soles 
occur.  The  entire  penis  may  be  involved.  Painless 
ulcers  in  the  mouth  may  not  be  noticed  because  they 
are  painless  but  oral  lesions  occur  in  50%  of  the 
patients. 

Significant  laboratory  findings  in  Reiter’s  syn- 
drome include  an  elevated  erythrocyte  sedimentation 
rate,  a negative  test  for  rheumatoid  factor,  and  a 
cloudy  synovial  fluid  with  a white  count  of  5,000  to 
200,000  cells  and  a poor  mucin  clot  test.  The  joint 
fluid  complement  levels  are  high  in  Reiter’s  syn- 
drome and  low  in  rheumatoid  arthritis.  In  the  joint 
fluid  are  large  macrophages  or  Reiter’s  cells  de- 
scribed by  Dr.  Reiter  in  World  War  I.  These  are 
large  cells  40  microns  in  diameter  with  an  eccentric 
nucleus  and  vacuolization  of  the  cytoplasm.  Reiter 
cells  may  phagocytize  polymorphonuclear  leuko- 
cytes. Reiter  cells  may  also  be  seen  in  material  from 
a prostatic  massage.  Even  if  the  patient  had  no  symp- 


tomatic urethritis  or  prostatitis,  you  should  just  try  to 
obtain  the  fluid  anyway,  because  65%  of  the  patients 
with  Reiter’s  syndrome  will  have  these  Reiter  cells. 

Now,  I call  your  attention  to  this  chart.  (Fig.  I) 
I possibly  should  have  included  Stevens  Johnson 
syndrome  which  gives  rise  to  extensive  painful 
vesicular  lesions  of  the  skin  and  oral  cavity  and 
Behget’s  syndrome  which  is  characterized  by  genital 
and  oral  ulcerations,  uveitis  and  central  nervous  sys- 
tems in  this  chart.  I call  your  attention  to  the  dif- 
ferent sex  incidence  of  the  entities  on  the  chart.  You 
will  note  that  urethritis  occurs  in  gonorrhea  and 
Reiter’s  disease.  Conjunctivitis  is  seen  in  several 
entities.  In  ankylosing  spondylitis,  the  patient  usually 
does  not  get  a conjunctivitis  but  may  develop  an 
iritis  or  uveitis.  In  ulcerative  colitis,  conjunctivitis  is 
rare  but  chorioretinitis  or  iridocylitis  may  be  present. 
Gonococcal  conjunctivitis  is  usually  seen  in  the 
neonate.  The  occurrence  of  oral  lesions  can  be  noted 
and  these  are  extremely  painful  in  Stevens  Johnson 
syndrome  and  Behget’s  syndrome.  Less  clinically 
significant  oral  lesions  may  occur  in  ulcerative 
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colitis  or  Reiter’s  syndrome.  You  will  note  the  sub- 
cutaneous nodules  only  occur  in  rheumatoid  arth- 
ritis. Skin  lesions  of  Reiter’s  syndrome  and  pustular 
psoriasis  can  be  very  similar  grossly  and  histological- 
ly. The  skin  lesions  of  ulcerative  colitis  have  been 
mentioned  previously  and  are  not  similar  to  those  in 
Reiter’s  syndrome.  The  rare  gonococcemia  can  cause 
a pustular  rash  with  occasional  hemorrhagic  areas 
and  may  be  accompanied  by  an  arthritis.  Onycholysis 
can  be  seen  in  both  Reiter's  syndrome  and  psoriasis 
but  nail  pitting  only  occurs  in  psoriasis.  Sausage 
digitis  which  refer  to  arthritis  of  the  distal  inter- 
phalangeal  and  proximal  interphalangeal  joints  can 
be  seen  as  noted.  There  is  often  an  accompanying 
tendinitis.  Acute  inflammation  of  the  big  toe  can  be 
seen  in  Reiter’s  syndrome. 

As  I stated  above,  there  is  usually  a typical  course 
in  Reiter’s  syndrome  with  the  symptoms  appearing 
in  sequence.  However,  they  may  occur  all  at  once  or 
in  different  order  as  you  might  expect.  A tentative 
diagnosis  of  Reiter’s  syndrome  can  be  made  with 
two  of  the  three  symptoms  of  urethritis,  conjuncti- 
vitis, and/or  arthritis.  The  diarrhea  and  the  skin 
lesions  are  very  helpful  in  establishing  a proper 
diagnosis.  In  other  words,  if  a patient  had  the  char- 
acteristic skin  lesions,  urethritis,  and  arthritis,  the 
diagnosis  of  Reiter's  syndrome  would  appear  very 
likely. 

Sacroilitis  may  occur  in  Reiter’s  syndrome  but 
this  involvement  is  rare.  This  is  in  contrast  to  anky- 
losing spondylitis  in  which  sacroiliac  involvement 
is  very  common.  Iritis  and  inflammation  of  the 
Achilles  tendon  as  well  as  palmar  fascitis  may  occur 
in  both  ankylosing  spondylitis  and  in  Reiter's  syn- 
drome. 

The  laboratory  data  and  the  type  of  onset  or  the 
symetry  or  asymetry  are  as  indicated.  Aortic  regur- 
gitation may  occur  in  Reiter’s  syndrome  and  anky- 
losing spondylitis.  It  is  due  to  inflammation  of  the 
base  of  the  aorta.  In  the  aortic  disease  there  is  in- 
flammation of  the  media  and  secondary  dilatation 
of  the  aortic  ring  causing  the  aortic  regurgitation.  In 
both  Reiter's  syndrome  and  ankylosing  spondylosis, 
conduction  defects  may  occur  in  the  electrocardio- 
gram. Occasional  acute  bacterial  endocarditis  may 
occur  with  gonococcemia.  Calcaneal  spurs  are  seen 
in  both  the  diseases  Reiter's  and  ankylosing  spondy- 
litis. 

I should  have  also  mentioned  that  diarrhea  occurs 
as  part  of  Reiter's  syndrome  even  though  it  does 
not  follow  bacillary  dysentery.  Diarrhea  is  a major 
manifestation  of  Reiter’s  syndrome. 

In  psoriatic  arthritis,  65%  of  the  patients  will 
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develop  the  arthritis  a considerable  period  of  time 
after  they  have  had  the  well  established  skin  lesions. 

I feel  that  the  data  in  this  case  fit  Reiter’s 
syndrome  which  occurred  after  a bout  of  bacillary 
dysentery.  I cannot  explain  the  cough  as  part  of 
Reiter’s  syndrome. 

DR.  ORTMEIER:  He  was  a heavy  smoker. 

DR.  SINNING:  I was  a little  perplexed  by  the 
ulcers  in  the  colon  which  bled  easily.  Whether  he 
had  shigellosis  with  negative  cultures  or  whether 
there  was  some  other  cause  of  colonic  ulcers  I am 
not  sure. 

The  treatment  of  Reiter’s  syndrome  is  controver- 
sial. Anti-rheumatic  drugs  and  supportive  care  are 
used.  Some  authors  suggest  broad  spectrum  antibiot- 
ics with  urethritis  but  there  is  some  debate  about  this. 

DR.  SINNING’S  DIAGNOSIS 

Reiter’s  Syndrome  Secondary  to  Shigellosis 

DR.  ORTMEIER:  I treated  the  patient  with  broad 
spectrum  antibiotics,  lomotil  and  phenylbutazone. 
He  had  an  acute  disease  when  I saw  him.  The 
phenylbutazone,  I think,  helped  not  only  the  arthritis 
but  the  bowel  symptoms  also. 

I would  like  to  comment  on  the  problem  of 
salmonellosis.  This  can  be  transmitted  not  only  man 
to  man  but  is  frequently  transmitted  animal  to  man 
from  contamination  of  food  or  water. 

DR.  BARLOW:  Yes,  almost  all  of  the  salmonellosis 
seen  in  the  United  States  is  from  animals  to  humans 
and  is  usually  clinically  characterized  by  a self- 
limited gastroenteritis. 

DR.  SINNING:  Yes,  I was  discussing  the  bacteremic 
type  of  salmonellosis  which  can  be  acquired  in 
Mexico. 

DR.  ORTMEIER:  I have  seen  a family  who  de- 
veloped salmonellosis  secondary  to  infections  from 
their  turtles. 

*DR.  HOWARD  HOODY:  Did  you  do  an  HLA 
W27  on  the  patient. 

DR.  SINNING:  I was  going  to  mention  this  new 
phenomenon.  Ninety  percent  of  patients  with  anky- 
losing spondylitis  have  HLA  W27  and  some  authors 
have  said  over  90%  of  patients  with  Reiter’s  syn- 
drome also  have  this  antigen. 

DR.  BARLOW:  The  HLA  antigens,  of  which  W27 
is  one,  are  in  the  histocompatibility  or  transplant 
antigen  system.  There  are  two  major  histocom- 
patibility loci  called  LA  and  FOUR.  At  each  of 
these  loci  can  be  multiple,  different  alleles.  The 
W27  is  in  the  FOUR  series.  This  antigen  is  present 
in  0.1%  of  Caucasians  and  in  over  90%  of  patients 
with  ankylosing  spondylitis  and  80%  or  more  of 
patients  with  Reiter's  snydrome.  The  test  is  not 
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specific  for  these  diseases.  The  test  for  HLA  W27 
can  be  done  but  requires  expensive  antisera.  It  is 
important  because  it  separates  rheumatoid  arthritis 
from  rheumatoid  spondylitis  in  that  there  is  a high 
incidence  in  the  latter  and  a low  incidence  in  the 
former.  It  also  links  Reiter’s  syndrome  with  anky- 
losing spondylitis  as  well  as  providing  an  association 
between  at  least  a genetic  predisposition  to  a disease 
and  an  interaction  with  some  environmental  factor. 
The  high  incidence  of  W27  in  these  entities  also 
provides  an  association  between  the  transplant  anti- 
gens and  human  disease.  Another  interesting  correla- 
tion is  that  an  acute  uveitis  and  spondylitis  occurs 
with  yersina  enterocolitica  enteritis.  This  is  a bac- 
terium which  can  cause  diarrheal  disease  or  abscesses 
in  intraabdominal  lymph  nodes.  The  organism  has 
been  recognized  in  Europe  for  some  time.  It  has  just 
been  recently  recognized  as  a cause  of  similar  disease 
in  the  United  States.  It  is  interesting  that  patients 
who  develop  ileocolitis  with  this  organism  and  then 
develop  acute  uveitis  and  spondylitis  have  a high 
incidence  of  the  HLA  W27  antigen.  We  did  not 
culture  yersinia  enterocolytica  in  this  case. 

*DR.  RICHARD  JONGEWAARD:  Did  you  run 
across  a correlation  between  ankylosing  spondylitis 
and  Reiter’s  syndrome? 

DR.  SINNING:  Many  patients  with  Reiter’s  syn- 
drome develop  sacroilitis.  The  disease  is  milder  than 
in  ankylosing  spondylitis  and  the  x-ray  appearance 
of  the  two  diseases  is  quite  different.  In  Reiter’s 
syndrome  the  syndesmophytes  arise  at  the  upper  or 
lower  one  half  of  the  vertebral  body  and  are  de- 
scribed as  being  nonmarginal  in  location.  In  anky- 
losing spondylitis  the  syndesmophytes  arise  at  the 
margin  of  the  vertebral  body. 
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following  a brief  illness.  He 
graduated  from  Northwestern 
University  Medical  School  and 
interned  in  New  Orleans.  In 
1937  he  established  his  prac- 
tice in  Viborg  and  practiced 
there  continuously  until  his 
death.  He  served  as  Mayor  of 
Viborg  and  president  of  the 
School  Board.  In  addition  he 
was  a member  of  the  Masonic 
Lodge,  the  Myrtle  Chapter  of 
the  Eastern  Star,  the  El  Riad 
Shrine,  the  American  Associa- 
tion of  Family  Physicians  and 
the  South  Dakota  State  Medi- 
cal Association.  Dr.  Kemper  is 
survived  by  his  widow,  one 
son,  two  daughters  and  seven 
grandchildren. 


Michael  Glanzer,  D.  O.  has 

joined  the  practice  of  E.  Colin 
Smart,  M.D.  in  Belle  Fourche. 
He  is  a graduate  of  the  Kirks- 
ville  College  of  Osteopathic 
Medicine  and  interned  at  Mount 
Clements  General  Hospital, 
Mount  Clemens,  Michigan.  Dr. 
Glanzer  is  a native  of  Kimball, 
South  Dakota. 


The  Mobridge  Clinic  announced 
the  association  of  Ben  Henderson, 
D.  O.  in  the  practice  of  internal 
medicine.  He  is  a graduate  of 
the  Kansas  City  College  of 
Osteopathic  Medicine,  interned 
at  Brook  General  Hospital,  San 
Antonio,  and  completed  his  resi- 
dency in  internal  medicine  at  the 
Cleveland  Clinic.  Dr.  Henderson 
is  a native  of  Dupree,  South 
Dakota. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


A.  A.  Lamport,  M.D.  has  as- 
sumed the  position  of  Director 
of  Medical  Education  for  the 
Rapid  City  Regional  Hospital. 
He  previously  has  been  in  private 
practice  in  Rapid  City  since 
1939. 

H?  :■«  K* 

The  University  of  South  Dakota 
School  of  Medicine  announced 
the  appointment  of  C.  A.  As- 
simacopoulos,  M.  D.  as  professor 
of  surgery.  He  will  also  serve  as 
chief  of  surgical  services  at  the 
V.  A.  Hospital  in  Sioux  Falls. 
Dr.  Assimacopoulos  previously 
served  as  associate  professor,  de- 
partment of  surgery,  Creighton 
University,  Omaha,  and  taught 
surgery  at  the  University  of  Cali- 
fornia, Davis.  He  is  a graduate  of 
the  University  of  Minnesota 
Medical  School  and  took  his  in- 
ternship and  residency  training  at 
Ramsey  County  Hospital,  St. 
Paul. 


Walter  Thomas  Judge,  M.D., 

Milbank,  died  at  age  79  on 
July  26,  following  a two  week 
illness.  He  graduated  from  the 
University  of  Iowa  Medical 
School  in  1924  and  interned 
in  Spokane,  Washington.  He 
practiced  medicine  in  Grace- 
ville,  Minnesota  for  five  years 
and  in  1931  established  his 
practice  in  Milbank  and  prac- 
ticed there  continuously  until 
the  time  of  his  illness.  Dr. 
Judge  is  survived  by  his  wi- 
dow, one  daughter,  four  sons 
including  J.  O.  Judge,  M.D., 
Mitchell,  and  thirteen  grand- 
children. 
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The  South  Dakota  Division  of 
the  American  Cancer  Society 
during  its  recent  annual  meeting 
in  Sioux  Falls  elected  B.  J.  Wil- 
liams, M.D.,  Sioux  Falls,  as 
president  and  C.  Rodney  Stoltz, 
M.D.,  Watertown,  vice  president, 
president-elect  and  chairman  of 
the  division's  professional  educa- 
tion committee. 

5-S  5{C  5|: 


Brooks  Ranney,  M.D.,  Yankton, 
president  of  the  Central  Associa- 
tion of  Obstetricians  and  Gyne- 
cologists presided  at  the  annual 
meeting  held  in  Colorado  Springs. 
The  membership  in  this  Associa- 
tion is  limited  to  500  obstetri- 
cians and  gynecologists  in  the 
central  United  States  and  other 
South  Dakota  members  include 
C.  Rodney  Stoltz,  M.D.,  Water- 
town,  and  F.  S.  Stahniann,  M.D., 
M.  G.  Mutch,  M.D.  and  B.  J. 
Williams,  M.D.,  Sioux  Falls. 

* * * * 


K.  K.  Verma,  M.D.,  Gregory; 
James  Collins,  M.D.,  Floven,  and 
Leonard  Linde,  M.D.,  Mobridge, 
attended  the  Family  Practice  Re- 
fresher Course  held  at  the  Uni- 
versity of  Nebraska,  Omaha,  in 

September. 

❖ ❖ * ❖ 

Lynn  DeMarco,  M.D.,  Sioux 
Falls,  spoke  at  the  Grant  County 
Diabetes  Association  educational 
program  held  in  Milbank. 

The  South  Dakota  Regional 
Meeting  of  the  American  College 
of  Physicians  was  held  in  Rapid 
City  in  conjunction  with  the 
South  Dakota  Society  of  Internal 
Medicine.  Robert  F.  Thompson, 
M.D.,  Yankton,  ACP  Governor 
for  South  Dakota  was  in  charge 
of  arrangements  assisted  by 
Stephen  Haas,  M.D.  and  R.  K. 
Johnson,  M.D.,  Rapid  City. 
Chairman  for  the  program  was 
Reuben  Bareis,  M.D.,  Rapid 
City. 


Lyle  Hare,  M.D.,  longtime 
Spearfish  physician,  died  Oc- 
tober 3 1 at  age  90  following 
an  extended  illness.  Dr.  Hare 
was  the  first  graduate  of  the 
University  of  South  Dakota 
Medical  School  and  received 
his  M.D.  degree  at  the  Uni- 
versity of  Illinois.  Following 
completion  of  his  medical 
training  he  returned  to  Spear- 
fish where  he  established  his 
practice  and  at  the  same  time 
taught  at  Black  Hills  Teachers 
College,  served  as  football  and 
basketball  coach  and  school 
physician.  Dr.  Hare  was  an 
honorary  member  of  the 
American  Medical  Associa- 
tion, the  South  Dakota  State 
Medical  Association  and  the 
Black  Hills  District  Medical 
Society.  He  is  survived  by  his 
daughter,  Helen  Jane  Hare, 
M.D.,  Rapid  City,  and  a 
granddaughter,  Mary  Eliza- 
beth Gormley. 


(continued  from  page  2) 

Managing  Common  Skin  Problems, 

U.  of  Iowa,  Iowa  City,  IA,  March 
10.  AMA  and/or  AAFP  credits. 
Office  of  Con.  Med.  Ed.,  U.  of 
Iowa  Coll,  of  Med.,  101  CMAB. 
Iowa  City,  IA  52242. 

Selected  Topics  in  Internal  Medicine, 
Creighton  U.,  Omaha,  NE, 
March  10-12.  Coord,  for  Con.  Ed., 
Creighton  U.,  2500  California, 

Omaha,  NE  68178. 

Vision  Workshop  for  the  Family 
Physician,  U.  of  Iowa,  Iowa  City, 
I A,  March  11.  AMA  and/or  AAFP 
credits.  Office  of  Con.  Med.  Ed., 
U.  of  Iowa  Coll,  of  Med..  101 
CMAB,  Iowa  City,  IA  52242. 

3rd  Spring  Conference  on  Cancer  Con- 
trol, “Current  Management  Con- 
cepts in  Breast  and  Gastrointestinal 
Malignancies,”  Nevada  Cancer  Con- 
trol Institute,  Las  Vegas,  NV, 
March  11-12.  Contact:  Ms.  Irene 
S.  Peacock,  1800  W.  Charleston 
Blvd.,  Las  Vegas,  NV  89102. 

Clinical  Neuro-Otolaryngology,  Eye 
and  Ear  Hospital  of  Pittsburgh,  U. 
of  Pittsburgh  School  of  Med.,  Pitts- 
burgh, PA,  March  25-27.  AMA 
Category  I credits.  Dir:  Sidney  N. 
Busis,  MD,  Eye  and  Ear  Hospital 
of  Pittsburgh,  Pittsburgh,  PA  15213. 


Mayo  Outreach  Seminar,  “Differential 
Diagram  of  Coma,”  McKennan 
Hosp.,  Sioux  Falls,  March  26-27. 
5 hrs.  Type  I credits.  Sec:  Med. 
Ed.,  McKennan  Hosp.,  Sioux  Falls, 
SD  57101. 

Cardiology  Today,  An  Intensive  Re- 
view of  Clinical  Cardiology,  U.  of 

Iowa,  Iowa  City,  IA.  March  29- 
April  1.  Fee  - $200.  32  hrs.  Cate- 
gory I AMA  or  AAFP  credits. 
Contact:  Carl  W.  White,  M.D.. 
Dept,  of  Internal  Med.,  C300  Uni- 
versity Hospital.  Iowa  City,  IA 
52242. 

Renal  Disease  and  Hypertension, 

Americana  Hotel,  Bal  Harbour,  FL, 
March  31-April  3.  Div.  of  Con. 
Med.  Ed.,  U.  of  Miami  School  of 
Med.,  Miami,  FL  33152. 

April 

Minimal  Brain  Dysfunction,  Creigh- 
ton U„  Omaha,  NE,  April  2-3, 
Coord,  for  Con.  Ed.,  Creighton  U., 
2500  California,  Omaha.  NE  68178. 

29th  National  Conference  on  Rural 
Health,  Hyatt  Regency,  Phoenix, 
A Z,  April  8-9.  Fee — $40.  Con- 
tact: Dept,  of  Rural  and  Commu- 
nity Health.  AMA,  535  N.  Dear- 
born St.,  Chicago,  IL  60610. 


Mayo  Outreach  Seminar,  “Recent  Ad- 
vances in  the  Treatment  of  Infec- 
tious Diseases,”  McKennan  Hosp., 
Sioux  Falls,  April  23-24.  5 hrs.  Type 
1 credits.  Sec:  Med.  Ed.,  McKennan 
Hosp.,  Sioux  Falls,  SD  57101. 

Symposium  of  Frozen-Thawed  Red 
Cell  Usage,  Indiana  U.,  Indianap- 
olis, IN,  April  29-30.  Category  I 
AMA  credits.  Contact:  Mr.  John 
Roscoe,  Div.  of  Cont.  Med.  Ed., 
1100  W.  Michigan  St.,  Indianapolis, 
IN  46202. 

June 

American  College  of  Physicians  Re- 
fresher Course,  U.  of  Iowa,  Iowa 
City,  IA,  June  7-9.  AMA  and/or 
AAFP  credits.  Office  of  Con.  Med. 
Ed.,  U.  of  Iowa  Coll,  of  Med.,  101 
CMAB,  Iowa  City,  IA  52242. 

South  Dakota  State  Medical  Associa- 
tion Annual  Meeting,  Howard  John- 
son Motor  Lodge,  Rapid  City,  SD, 
June  10-13.  Ex.  Sec:  Robert  John- 
son, SDSMA,  608  West  Ave., 
N„  Sioux  Falls,  SD  57104. 

11th  Annual  Meeting  of  the  Rocky 
Mountain  Neurosurgical  Society, 
The  Desert  Inn  and  Country  Club. 
Las  Vegas,  NV,  June  13-16.  Cate- 
gory 1 AMA  credits.  Sec:  Richard 
Moiel,  M.D.,  601  Med.  Towers, 
1709  Dryden  St.,  Houston.  TX 
77025. 


DECEMBER  1975 


15 


coming  year 


^yjernj  C^h  ris  lma3 


cl 


ana  a 


^IJew  VI, 


ear 


THE  STAFF 

Bob  Johnson,  Patty  Butler,  Jan  Anderson,  Jeri  Spars 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


16 


SOUTH  DAKOTA 


President’s 

Page 

While  this  particular  page  is  being  dictated  prior  to  the  time  of  the  Legislative  Research  Council’s  meeting, 
certainly  by  the  time  you  read  it  the  Legislative  Research  Council  should  have  come  forth  with  recommen- 
dations regarding  their  position  on  liability  insurance  and  the  changes  they  will  recommend  to  the  Legisla- 
ture for  the  1976  session.  By  that  time  also,  the  South  Dakota  State  Medical  Association  will  be  affirmative 
in  its  position  as  to  whether  or  not  it  feels  more  changes  need  to  be  made  on  what  the  LRC  recommends  or 
whether  we  can  support  their  package  in  total  without  further  recommendations.  By  that  time  also,  a firm 
position  regarding  arbitration  and  all  of  the  ramifications  and  specifics  will  have  been  established  completely. 
About  this  time  the  South  Dakota  State  Medical  Association  will  provide  for  each  member  an  update  which 
probably  will  be  the  final  update  on  the  Association’s  position  and  recommendations  to  the  Legislature. 
There  will  be  an  ever-changing  approach  as  we  continue  to  learn  more  about  what  changes  need  be  made  in 
order  to  provide  a better  atmosphere  in  which  insurance  companies  can  provide  at  a reasonable  cost  an  ac- 
ceptable type  of  liability  insurance  coverage  for  the  physicians  in  South  Dakota. 

Be  assured  that  every  physician  in  the  state  will  be  made  well  aware  of  what  our  position  is  and  all  should 
understand  that  we  do  not  feel  our  position  will  be  a negotiable  one;  that  we  strongly  feel  those  changes 
are  mandatory  in  order  to  provide  the  right  kind  of  atmosphere  for  liability  insurers.  There  are  some  in 
the  Medical  Association  who  feel  that  a crisis  no  longer  exists.  Let  me  assure  you  that  a crisis  does  exist,  not 
only  from  the  standpoint  of  availability  of  adequate  type  of  coverage  but  also  a cost  problem  which  will  be 
ever  increasing,  whether  it  be  an  insurance  premium  for  occurrence  coverage  or  whether  it  be  for  claims  made 
coverage. 

It  is  absolutely  essential  that  this  position  be  relayed  by  every  individual  physician  in  this  state  to  his  legis- 
lators. It  is  only  in  this  way  with  adequate  information  and  adequate  understanding  of  the  feelings  of  the 
Medical  Association  that  the  legislators  can  be  apprised  properly  and  completely  of  what  we  feel  needs 
to  be  changed.  In  the  absence  of  this  kind  of  uniform,  unified  approach  we  cannot  hope  to  succeed  in  ac- 
complishing the  objectives  which  we  have  set  forth  as  our  goals.  In  further  efforts  it  is  extremely  important 
that  every  physician,  particularly  every  member  of  the  Speaker’s  Bureau,  as  his  task,  utilize  every  oppor- 
tunity to  talk  to  any  and  all  groups  about  the  true  facts  concerning  the  malpractice  crisis  in  the  state  of  South 
Dakota.  It  is  also  important  that  we  talk  with  every  single  patient  that  we  can  take  the  time  to  talk  with  so 
that  they  too  can  be  apprised  of  our  feelings  and  our  positions  and  will  in  turn  apprise  their  legislators  of 
needed  changes.  While  they  will  not  always,  as  patients,  be  totally  informed  we  certainly  can  ask  them  to 
support  the  position  of  the  Medical  Association. 

There  are  some  who  feel  that  our  Association  has  approached  this  in  a less  than  ideal  way,  but  perhaps  the 
Legislature  will  approach  this  in  a less  than  ideal  way  also.  I would  like  to  take  a moment  to  inform  you  that 
the  Medical  Association  with  its  inherent  faults  is  still  representative  of  all  or  nearly  all  physicians  practicing 
in  this  state  who  are  willing  to  take  the  time  to  become  members  and  participate  in  Association  affairs.  Our 
form  of  government  with  its  imperfections  is  in  my  opinion  the  best  form  of  government  in  the  world  and 
we  live  in  the  finest  country  and  in  the  finest  state  within  that  country.  It  is  for  these  reasons  that  at  this  time, 
a blessed  and  holy  holiday  season,  I would  in  the  spirit  of  thankfulness  for  all  we  have  been  able  to  receive, 
wish  each  and  every  one  of  you  a very  joyous  and  peaceful  Christmas  holiday  and  extend  to  you  my  very  sin- 
cerest  wishes  for  all  the  good  things  in  life  that  can  occur  to  you,  not  only  in  1976  but  for  the  rest  of  the  days 
to  come. 

Sincerely, 

G.  E.  Tracy,  M.D. 

President 

South  Dakota  State  Medical  Association 
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Sponsored  by  the  South  Dakota  Society  of  Path- 
ologists 


TIPS  FOR  INTERPRETATION  OF 
SERUM  DIGITALIS  LEVELS 

1.  The  laboratory  must  know  whether  digoxin  or 
digitoxin  is  being  administered.  Extremely  mis- 
leading information  would  be  given  the  physician 
if  the  lab  reported  normal  levels  for  one  prepara- 
tion when  an  entirely  different  preparation  was 
being  taken  by  the  patient. 

2.  The  optimal  time  to  draw  a digoxin  or  digitoxin 
serum  level  is  eight  hours  after  the  oral  dose 
when  the  digoxin  reaches  an  equilibrium  level. 
The  reason  for  this  time  delay  is  because  the 
serum  levels  only  reflect  myocardial  levels  at  the 
equilibrium  level.  If  you  draw  levels  sooner,  you 
will  obtain  high  levels  which  do  not  correlate 
clinically  or  be  lulled  into  the  misconception  the 
patient  is  in  the  therapeutic  range,  when  he  is  not. 

3.  Serial  levels  must  be  ordered  if  the  patient  re- 
quires close  regulation  of  cardiac  status. 

4.  The  patient's  renal  function  will  markedly  in- 
fluence the  serum  level  of  digoxin.  Do  not  assume 
a standard  therapeutic  dose  will  produce  a 
therapeutic  serum  level.  Bioavailability  of  differ- 
ent preparations,  intestinal  malabsorption  or  pa- 
tient non-compliance  may  all  collaborate  to 
produce  drug  levels  different  from  those  expected. 

5.  Certain  drugs  may  interfere  with  the  test.  Two 
of  these  include  prednisone  and  spironolactone. 

6.  If  the  patient  has  had  any  recent  injection  of 
radionuclide  such  as  for  a scan,  the  determination 
of  digoxin  levels  may  be  impossible  because  of 
interfering  radioactivity. 

7.  As  in  all  laboratory  tests,  the  serum  level  digoxin 
or  digitoxin  is  only  one  measure  of  patient  re- 
sponse. Many  other  factors  influence  the  effects 
of  digitalis  on  the  heart. 


FACTORS  INCREASING 
DIGOXIN  SENSITIVITY 
Hypokalemia 
Hypercalcemia 
Hypermagnesemia 
Acid  Base  Disturbances 
Increased  Adrenergic  Tone 
Hypothyroidism 
Hypoxia 

Myocardial  Ischemia 
Advanced  Coronary  Heart 


FACTORS  DECREASING 

DIGOXIN  SENSITIVITY 

Hyperkalemia 

Hyperthyroidism 

Quinidine 

Procainamide 

Propanolol 


John  F.  Barlow,  M.D. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur ; 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  ol  an  initial  response  to  Nalline ® (nal- 
orphine HCI)  or  Narcan ® (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 
Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 
Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  Forages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily:  adults,  two  tablets  (5  mg  ) t.i.d.  to  two  tablets 
(5  mg.)  q i d or  two  regular  teaspoonfuls  (10  ml., 
5 mg  ) q i d Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0 025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  1/2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G D Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  455 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  * 4 

Hemispheral  Lesions  Of  The  Brain 

by 

George  C.  Flora,  M.D.* 


Ten  percent  of  general  medical  practice  involves 
the  handling  of  neurologic  complaints  and  problems. 
In  more  than  forty  percent  of  these  there  is  one 
question  which  must  be  answered.  The  question  is, 
“Is  there  a structural  lesion  in  one  of  the  cerebral 
hemispheres?”.  Considering  the  large  number  of 
patients  in  which  this  is  the  primary  problem,  why 
do  the  texts  devote  only  a tenth  of  their  pages  to 
the  data?  The  gathering  and  utilization  of  useable 
data  for  this  problem  is  so  simple  that  it  defies 
literary  perseveration. 

It  should  first  be  noted  that  the  signs  of  lesions 
within  the  hemisphere  are  dependent  on  three  vari- 
ables. They  are  1)  the  anatomic  site  2)  the  size  of 
the  lesion  and  3)  the  speed  of  development. 

The  anatomic  site  determines  which  of  the  hemis- 
pheral functions  show  deficit  and  they  are  simply 
1)  thinking  2)  moving  3)  feeling  4)  speaking  or 
5)  seeing. 

The  size  determines  the  brain's  ability  to  com- 
pensate. A small  lesion  leaves  the  organ  function 
(interaction  with  environment)  intact  whereas  large 
lesions  produce  decompensation  (hypersomnolence, 
delirium,  coma,  confusion  or  psychosis). 

The  speed  with  which  a hemispheral  lesion  de- 
velops determines  the  sign  complex.  Near  total  re- 
placement of  a hemisphere  by  a slow  infiltrating 
lesion  may  permit  the  brain  to  compensate  with  little 
manifest  deficit  whereas  a very  small  sudden  insult, 
such  as  a hemorrhage  from  an  arteriovenous  mal- 
formation, may  decompensate  to  deep  coma. 


^Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, Glidden  Hall.  Sioux  Falls  College,  Sioux  Falls.  SD. 


A lesion  of  one  hemisphere  is  expected  to  produce 
a deficit  of  motor  function  and  of  sensory  apprecia- 
tion of  and  from  the  opposite  side  of  the  body.  Often 
a loss  of  appreciation  of  visual  stimuli  within  the 
opposite  half  of  the  field  of  vision  will  be  present. 
If  the  involved  hemisphere  is  the  left,  then  the  pro- 
duction of  appropriate  speech  or  the  appreciation  of 
verbal  or  written  stimuli  may  show  deficit.  Converse- 
ly, if  no  deficit  of  these  four  functions  is  present, 
the  hemisphere  likely  has  no  structural  lesion  with- 
in it. 

The  clinical  patterns  of  motor  dysfunction  may  be 
varied.  Most  commonly  it  will  manifest  as  a contra- 
lateral hyperreflexia.  A hemihyperreflexia,  subtle  or 
gross,  is  the  most  common  evidence  of  a lesion  with- 
in the  contralateral  hemisphere.  Next  most  common 
will  be  a hyperreflexia  associated  with  a positive 
“toe  sign”.  This  “toe  sign”  is  merely  the  initial  up- 
ward movement  of  the  “big  toe”  on  any  of  the  num- 
erous methods  of  foot  stimulation  termed  “Babin- 
ski”,  “Chaddock”,  “Cleckley-Allen”,  “Gonda”  or 
“Schaefer”  to  name  the  more  useful.  More  gross 
deficits  in  which  loss  of  volitional  movement  (hemi- 
paresis),  spasticity,  clonus  and  positive  “toe  signs” 
with  hemihyperreflexia  are  numerically  rare. 

The  contralateral  hemisensory  deficit  that  is  to  be 
expected  from  a hemispheral  lesion  is  often  subtle. 
It  most  frequently  manifests  as  a loss  of  precise 
position  holding  of  the  out-stretched  hands — a subtle 
“pseudo-athetosis”.  Next  most  common  is  a near 
midline  hemisensory  difference  in  appreciation  of 
“pin  prick’  or  “touch”,  the  involved  side  merely  less 
appreciative.  This  deficit  may  be  “soft”  (difficult 
to  appreciate)  but  when  associated  with  often  equal- 
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ly  subtle  motor  findings,  it  gains  real  significance. 
Profound  sensory  deficits  from  hemispheral  lesions 
are  numerically  rare. 

Visual  field  deficits  from  hemispheral  lesion  are 
frequent  enough  to  be  useful.  They  are  seldom  the 
presenting  complaint  or  even  appreciated  by  the 
patient  so  to  be  useful  must  be  sought  by  attention 
to  “formal”  visual  field  testing.  Lesions  near  the 
midline  (near  the  lateral  geniculate  nucleus  of  the 
thalamus)  cause  impaired  appreciation  of  stimuli 
coming  from  contralateral  field  of  vision.  In  such 
a lesion  the  motor  sensory  deficit  is  often  quite 
severe.  The  location  is  near  the  internal  cap- 
sule where  these  functions  are  vulnerable  and  mani- 
fest severe  and  dramatic  signs.  Lesions  from  the 
temporal  or  parietal  lobe  may  manifest  partial  (quad- 
rinoptic)  loss  of  visual  field  with  very  subtle  motor- 
sensory  deficits.  These  visual  deficits  are  manifesta- 
tions of  involvement  of  the  “fanned  out”  visual  tracts 
(geniculo  calcarine)  with  deficits  that  are  found  only 
after  pointed  search.  Again  the  deficit  of  this  func- 
tion, though  very  subtle,  in  association  with  less 
than  obvious  deficits  of  the  motor-sensory  systems 
are  frequent  and  assist  greatly  in  problem  solving. 
Hemi  or  quadrianopsias  as  isolated  presenting  com- 


plaints are  rare. 

Impaired  communication  with  bizarre  patterns  of 
altered  speech  production,  impaired  understanding 
of  the  verbal  or  visual  stimuli  or  a combination  of 
both  results  from  lesions  of  the  left  hemisphere  of 
mankind  and  is  termed  aphasia.  The  pattern  varies 
from  the  most  gross  to  the  very  subtle  and  no  two 
will  be  the  same.  The  appreciation  of  this  as  a brain 
sign  is  dependent  on  associated  motor-sensory  and/ 
or  visual  deficits  as  a rule.  Functional  speech  loss 
from  an  hemispheral  lesion  seldom  occurs  with  no 
associated  sensory  or  motor  deficit.  And  often 
aphasia  tends  to  substantiate  by  giving  support  of 
subtle  motor-sensory  findings  from  left  hemispheral 
lesions. 

To  reiterate,  the  lesions  of  the  hemisphere  ex- 
pectantly produces  a variable  sign  complex  of  subtle 
or  gross  involvement  of  the  four  functions  vulner- 
able there,  namely  1)  motor  2)  sensory  3)  speech 
and  4)  vision.  Preservation  of  these  functions  ex- 
clude developing  lesions  of  the  hemisphere. 

Awareness  of  the  significance  and  recognizing  the 
simplicity  of  gathering  data  of  these  four  functions 
is  useful  and  available  to  every  primary  care 
physician. 


24 


SOUTH  DAKOTA 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


VICE  PRESIDENT  SPEAKS 

Some  Challenges  to  SDAFP  Members — The  South 
Dakota  Academy  of  Family  Physicians  strongly  urges 
all  members  of  the  Academy  of  Family  Practice  and 
the  other  physicians  in  the  state  to  take  a very 
strong  interest  in  the  next  few  months  in  the  South 
Dakota  state  politics  and  especially  of  the  politics 
pertaining  to  the  malpractice  problem.  Each  member 
should  take  it  upon  himself  to  become  well  in- 
formed about  the  malpractice  problem  and  what  the 
State  Medical  Association’s  position  is.  Then,  each 
member  must  take  positive  action  to  get  to  know 
his  individual  legislator  and  to  make  sure  that  he  is 
well  informed  about  the  problem.  This  issue  should 
not  be  taken  lightly  and  all  of  us  are  going  to  have 
to  do  a lot  of  work  in  the  next  few  months. 

A reminder  that  the  S.D.  Academy  of  Family 
Physicians,  by  a great  majority,  passed  a resolution 
against  the  concept  of  the  physician  extender  in 
South  Dakota  except  under  direct  physician 
direction,  which  means  working  in  his  office,  not  in 
another  town  of  50  to  100  miles  away  with  only 
phone  or  radio  contact  intermittently.  The  concept 
is  that  the  Academy  wants  to  emphasize  good  medi- 
cal care  for  the  people  of  South  Dakota.  The 
Academy  feels  the  emphasis  should  be  on  regional 
care  and  availability.  Every  town  in  the  state  is  not 
going  to  have  a doctor.  Most  people  in  the  state  of 
South  Dakota  are  within  one  hour  of  a medical  fa- 
cility and  the  emphasis  in  solving  the  problem  should 
be  that  when  these  people  from  the  distant  areas 
get  sick  or  hurt  they  can  be  seen  quickly  at  these 
existing  medical  facilities,  this  means  that  existing 
clinics  are  going  to  have  to  get  more  doctors  or 
use  physician  extenders  in  order  to  take  on  a bigger 
patient  load. 

Academy  members  should  also  emphasize  to  their 
legislators  that  the  medical  school’s  primary  purpose 
and  concept  over  the  next  few  years  is  to  establish 
itself  as  a top-notch  school  for  training  doctors  first. 
The  second  area  would  be  to  develop  methods  of 
training  and  communication  to  update  and  improve 
the  on-going  education  of  nurses,  lab  techs,  phar- 


macists and  the  practicing  physician  in  the  state  of 
South  Dakota.  The  Academy  feels  all  of  these  prob- 
lems should  be  solved  and  in  good  working  condition 
before  we  get  deeply  involved  in  setting  up  training 
programs  for  physician  extenders. 

James  E.  Ryan,  M.D. 

Vice  President,  SDAFP 


First  Annual  Black  Hills  WINTER  Seminar — Plans 
have  been  finalized  for  this  meeting  and  brochures 
have  been  mailed,  according  to  Co-Chairmen  Gary 
Welsh  of  Lead  and  Mike  Brown  of  Spearfish.  The 
three  day  meeting,  good  for  12  prescribed  hours  of 
AAFP  credit,  will  be  held  at  The  Holiday  Inn  of  the 
Northern  Hills  at  Spearfish  on  Thursday,  Friday 
and  Saturday,  January  29-30-31,  1976.  The  meeting 
format  will  call  for  morning  and  early  evening  sci- 
entific sessions,  leaving  midday  for  skiing,  snow- 
mobiling,  cross  country  skiing,  swimming  and  other 
events.  Package  rates  for  skiing  will  be  available. 

The  faculty  for  this  meeting  will  be  four  members 
of  the  USD  School  of  Medicine  faculty,  namely: 
Robert  Talley,  M.D. — Cardiac  problems 
A.  Dale  Gulledge,  M.D. — Psychiatric  Aspects  of 
Myocardial  Infarction. 

George  Flora,  M.D. — Neurology 
Carl  Rutt,  M.D. — Pediatric  Psychiatric  Problems 
Plan  a winter  work  break  in  The  Black  Hills! 


SDAFP  Committee  on  Cancer — This  committee  has 
been  involved  in  seeking  to  implement  a breast  self- 
examination  program  in  the  junior  and  senior  high 
schools.  The  program  involves  enlisting  family  phy- 
sicians to  volunteer  their  time  to  cooperate  with  the 
local  or  state  division  of  the  ACS  in  presenting  this 
program  to  teenage  girls.  The  usual  program  will 
include  a few  introductory  remarks,  followed  by 
showing  one  of  the  films  provided,  or  a mannequin 
demonstration  plus  a question  and  answer  period. 

A list  of  SDAFP  members  is  needed  for  this 
program.  Please  send  your  “yes”  note  to  Guy  E. 
Tam,  M.D.,  Chairman,  SDAFP  Cancer  Commitee, 
1505  S.  Minnesota  Avenue,  Sioux  Falls,  SD  57105. 
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MINUTES  OF  THE  COUNCIL  MEETING 


9:00  A.M. 

Saturday,  September  27,  1975 


The  meeting  was  called  to  order  at  9:30  a.m.  by  C.  L. 
Swanson,  M.D.,  Chairman.  Those  present  for  roll  call  were 
Doctors  Tracy,  Leigh,  Ryan,  Quinn,  Swanson,  Reding,  Od- 
land,  Heinrichs,  Lushbough,  Buchanan,  Lewis,  Aspaas,  Beg- 
ley, Jones,  Reaney,  Hamm,  Barrett,  Harris,  Nemer,  Law- 
rence, student  representative  Larry  Weitzenkamp,  Com- 
mission Chairmen,  B.  C.  Gerber,  M.D.  and  John  Barlow. 
M.D.  and  alternate  councilors,  G.  Robert  Bell,  M.D.  and 
R.  C.  Jahraus,  M.D. 

Dr.  Nemer  moved  to  accept  the  minutes  of  the  previous 
meeting  as  published.  The  motion  was  seconded  by  Dr. 
Aspaas  and  carried. 

Dr.  R.  R.  Lawrence  was  seated  as  Councilor  from  the 
Northwest  District  Medical  Society. 

The  Council  considered  the  report  of  the  Commission  on 
Medical  Service  as  reviewed  by  Dr.  Gerber,  chairman. 

COMMISSION  ON  MEDICAL  SERVICE 

1:15  P.M.  Crystal  Room,  Ramada  Inn 

September  6,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  1:15  p.m.  by  Chair- 
man B.  C.  Gerber.  Those  present  for  roll  call  were  Doctors 
B.  C.  Gerber,  J.  A.  Rud,  Anthony  Javurek,  Curtis  Wait,  An- 
ton Petres,  John  Hoskins,  Guy  Tam,  Howard  Saylor.  Mat- 
thew Langenfeld  and  student  representative  James  Cassat. 
Also  in  attendance  were  G.  E.  Tracy,  M.D.  and  Fred  Leigh, 
M.D. 

Dr.  Tam  moved  to  approve  the  minutes  of  the  previous 
meeting  as  published.  The  motion  was  seconded  by  Dr.  Rud 
and  carried. 

The  Commission  reviewed  the  letter  from  Harper  As- 
sociates Detroit,  Inc.,  concerning  the  recruitment  of  physi- 
cians. Dr.  Langenfeld  moved  that  the  Commission  accept 
this  letter  for  information  only.  The  motion  was  seconded 
by  Dr.  Javurek  and  carried. 

The  Commission  reviewed  the  information  submitted  by 
South  Dakota  Health  Care  Facilities  with  regard  to  regula- 
tions of  the  Department  of  Social  Services  concerning  re- 
served bed  space  in  long  term  care  facilities.  It  was  the 
Commission’s  feeling  that  it  would  be  advantageous  to  the 
Department  of  Social  Services  and  to  the  physicians  in 
South  Dakota  if  a closer  liaison  could  be  developed.  Dr. 
Tracy  stated  that  he  has  been  requested  to  appoint  com- 
mittees of  physicians  who  will  act  as  consultants  for  the 
Department  of  Welfare  and  the  Health  Department  and 
such  appointments  will  be  forthcoming.  Dr.  Saylor  moved 
that  the  Commission  recommend  to  the  Council  that  they 
endorse  the  use  of  physician  consultants  as  appointed  by 
Dr.  Tracy  for  the  Departments  of  Health  and  Welfare,  and 
that  they  encourage  the  use  of  such  consultants  by  these 
two  departments.  The  motion  was  seconded  by  Dr.  Javurek 
and  carried. 

Dr.  Saylor  briefly  reported  on  the  study  undertaken  by 
Dr.  Tam,  Dr.  Wait  and  himself  with  regard  to  estab- 
lishing guidelines  for  use  by  physicians  and  school  counse- 
lors in  connection  with  the  Vocational  Rehabilitation  Pro- 
gram. The  Committee  suggested  that  all  physicians  involved 
in  evaluating  patients  under  this  program  have  available  a 
copy  of  the  book,  “Guides  to  the  Evaluation  of  Permanent 
Impairment”  for  their  information  and  assistance.  Dr. 
Saylor  stated  that  new  guidelines  are  being  established  by 
the  Federal  government  as  to  whom  they  will  accept  as 
rehabilitable,  and  he  suggested  that  specific  guidelines  for 
physicians  and  counselors  not  be  established  until  these 
guidelines  are  released.  He  stated  that  he  contacted  Mr. 
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Norm  Van  Klompenburg  of  the  South  Dakota  Vocational 
Rehabilitation  Department  regarding  the  concerns  of  physi- 
cians with  regard  to  counselors  sending  clients  to  physicians 
for  evaluations.  Dr.  Tam  moved  that  Dr.  Saylor  correspond 
with  Mr.  Van  Klompenburg  indicating  that  a physician  con- 
sultant committee  will  be  appointed  for  the  Department  of 
Welfare  in  the  near  future  and  urge  that  this  committee  and 
the  Department  of  Vocational  Rehabilitation  work  together 
in  establishing  guidelines  for  counselors  and  physicians.  The 
motion  was  seconded  by  Dr.  Langenfeld  and  carried. 

The  Commission  reviewed  the  information  submitted  re- 
garding the  AMA-ERF  loan  guarantee  fund.  Mr.  Cassat  re- 
viewed the  procedure  followed  at  the  Medical  School  by 
the  business  office  in  an  effort  to  assist  the  medical  stu- 
dents in  obtaining  adequate  financial  aid,  either  through 
scholarships  or  loans.  He  indicated  that  very  few  students 
utilize  the  AMA-ERF  loan  fund  since  interest  rates  are 
generally  higher  than  rates  from  local  banks  and  since  the 
interest  begins  immediately.  Mr.  Johnson  stated  that  most 
donations  to  AMA-ERF  from  South  Dakota  are  earmarked 
for  the  South  Dakota  Medical  School,  and  these  donations 
are  returned  to  the  Dean  on  an  annual  basis  to  be  used  as 
unrestricted  funds  by  the  School  of  Medicine.  Following  a 
lengthy  discussion  Dr.  Gerber  appointed  Dr.  Javurek  and 
Dr.  Jones  to  serve  on  a subcommittee  investigating  in  depth 
the  AMA-ERF  program  and  report  back  to  the  Commission 
at  their  next  meeting. 

Dr.  Tam  reported  that  pursuant  to  the  recommendation 
of  the  Commission  that  a Certificate  of  Need  be  issued  for 
a cardiac  care  unit  in  Sioux  Falls,  such  certificate  has  been 
issued  to  Sioux  Valley  Hospital.  This  was  for  the  informa- 
tion of  the  Commission. 

The  Commission  reviewed  information  on  an  Associ- 
ation Workmen's  Compensation  plan  for  the  state  of  South 
Dakota  as  proposed  by  the  Dodson  Insurance  Group.  Fol- 
lowing review  of  the  plan  Dr.  Saylor  moved  that  additional 
information  be  obtained  concerning  this  program  and  that 
this  be  presented  at  the  next  meeting  of  the  Commission. 
The  motion  was  seconded  by  Dr.  Tam  and  carried.  Dr.  Rud 
moved  that  the  Commission  recommended  that  the  Work- 
men’s Compensation  questionnaire  as  proposed  by  the  Dod- 
son Group  be  distributed  to  the  State  Association  members 
for  completion  along  with  an  appropriate  cover  letter  in 
an  effort  to  determine  if  this  program  would  be  beneficial 
to  the  physicians  in  South  Dakota.  The  motion  was  second- 
ed by  Dr.  Tam  and  carried. 

The  Commission  reviewed  the  letter  from  the  American 
Medical  Association  concerning  Immunization  Action 
Month.  Dr.  Saylor  moved  that  the  Commission  recommend 
to  the  Council  that  the  South  Dakota  State  Medical  Associ- 
ation endorse  Immunization  Action  Month.  The  motion 
was  seconded  by  Dr.  Wait  and  carried. 

The  Commission  then  considered  a letter  from  the  South 
Dakota  Wheat  Growers  Association  which  is  being  sent  to 
all  their  co-op  members  concerning  a medical  health  screen- 
ing plan  which  is  available  to  all  members  of  the  Wheat 
Growers  Association  and  their  families.  It  was  noted  that 
this  screening  includes  multiphasic  tests  including  a self- 
administered  pap  smear  and  is  carried  out  in  a mobile  van 
which  is  covering  the  state.  Following  a lengthy  discussion 
Dr.  Saylor  moved  that  this  be  referred  to  the  Council  for 
review  and  action  along  with  the  Commission’s  recommen- 
dation that  a letter  be  sent  to  the  South  Dakota  Wheat 
Growers  Association  indicating  the  displeasure  of  the  South 
Dakota  State  Medical  Association  with  regard  to  their 
methodology  of  importing  this  screening  mechanism  and 
the  implications  therein.  The  motion  was  seconded  by  Dr. 
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Rud  and  carried. 

The  meeting  adjourned  at  3:15  p.m. 

A discussion  was  held  concerning  the  multiphasic  tests  be- 
ing conducted  from  a mobile  unit  in  South  Dakota  under 
the  auspices  of  the  South  Dakota  Wheat  Growers  Associ- 
ation. Dr.  Odland  moved  that  the  South  Dakota  State 
Medical  Association  go  on  record  stating  that  itinerant 
multiple  screening  testing  is  of  dubious  value  and  the  present 
program  conducted  by  the  South  Dakota  Wheat  Growers 
Association  is  not  in  South  Dakota  as  a program  approved 
by  the  SDSMA;  and  that  the  South  Dakota  State  Med- 
ical Association  requests  that  the  South  Dakota  State  Board 
of  Medical  and  Osteopathic  Examiners  investigate  this  case. 
The  motion  was  seconded  by  Dr.  Aspaas  and  carried.  Dr. 
Nemer  moved  that  the  Council  accept  the  report  of  the 
Commission  on  Medical  Service  along  with  the  recom- 
mendation of  the  Council  concerning  the  screening  pro- 
gram of  the  South  Dakota  Wheat  Growers  Association. 
The  motion  was  seconded  by  Dr.  Hamm  and  carried. 

The  Council  considered  the  report  of  the  Commission 
on  Communications  and  Liaison. 

COMMISSION  ON  COMMUNICATIONS,  INTERNAL 
AFFAIRS  AND  LIAISON 

7:00  P.M.  Crystal  Room,  Raniada  Inn 

July  9,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  John  F.  Barlow, 
M.D.,  Chairman.  Present  for  roll  call  were  Drs.  Barlow, 
H.  J.  Stensrud,  T.  A.  Hohm,  Harold  Fletcher,  R.  E.  Van 
Demark,  Lawrence  Finney  and  C.  B.  Gwinn.  Also  attending 
the  meeting  were  Robert  Johnson  and  Patty  Butler. 

The  Commission  reviewed  the  recommendations  of  the 
Subcommittee  on  Public  Education  of  the  Select  Mal- 
practice Committee.  The  Commission  indicated  they  feel  the 
physicians  in  South  Dakota  are  well  informed  on  the  cur- 
rent malpractice  situation,  but  that  periodic  updates  should 
be  provided  to  the  membership  so  they  will  be  aware  of 
changes  as  they  occur.  The  Committee  felt  that  a public 
education  campaign  should  be  directed  at  how  the  malprac- 
tice problem  will  affect  the  individual  seeking  medical  care, 
as  well  as  the  cost  of  receiving  care. 

Mr.  Johnson  reported  that  the  Commission  on  Legisla- 
tion would  be  meeting  on  July  10,  to  develop  a package  of 
legislation  which  will  be  presented  at  the  1976  session.  The 
Commission  recommended  that  the  Grab  Bag  be  used  to 
explain  the  legislative  package  in  detail  to  the  physicians  in 
the  state. 

The  Commission  recommended  that  a series  of  envelope 
stuffers  be  prepared  and  provided  to  each  billing  office  in 
the  state,  for  mailing  in  the  monthly  statements.  These  en- 
velope stuffers  should  each  carry  a two  or  three  sentence 
message  to  the  public  on  malpractice.  The  Commission 
recommended  that  the  Grab  Bag  carry  the  proposed  state- 
ments and  ask  physicians  to  order  the  required  number 
from  the  executive  office.  Each  member  of  the  Commis- 
sion was  asked  to  bring  several  proposed  short  paragraphs 
for  the  stuffers  to  the  next  Commission  meeting  for  review 
by  the  Commission.  The  subjects  which  could  be  covered 
would  be  the  shortage  of  physicians  caused  by  early  retire- 
ment, difficulty  of  providing  coverage  to  solo  practitioners, 
the  cost  of  the  increased  premiums  being  passed  on  to  the 
public  in  higher  medical  care  bills,  the  problem  of  provid- 
ing practice  opportunities  for  the  graduates  of  the  new 
medical  school  because  of  insurance  problems,  and  sug- 
gested course  of  action  to  promote  the  legislative  package, 
as  well  as  the  content  of  the  bills  to  be  introduced. 

The  Commission  determined  that  at  this  time,  the  As- 
sociation should  not  embark  on  a television,  radio  or  news- 
paper campaign,  other  than  regular  news  releases.  Pur- 
chased advertising  for  the  program  might  cause  a backlash 
against  the  medical  profession. 

The  Commission  also  determined  that  a professional  ad- 


vertising agency  should  not  be  hired  to  carry  out  the  pro- 
gram. 

A discussion  was  held  on  developing  a brochure  which 
could  be  provided  for  doctor’s  waiting  rooms  and  distributed 
by  various  speakers  on  the  malpractice  problem.  The  bro- 
chure should  go  into  more  detail  and  provide  information 
on  the  problem,  possible  solutions  and  concrete  suggestions 
on  what  the  Medical  Association  thinks  can  be  done  to 
alleviate  the  situation.  The  Commission  requested  that  the 
minutes  of  the  Commission  on  Legislation  meeting  be  pro- 
vided to  them  for  guidance  in  formulating  the  public  educa- 
tion materials.  Each  member  of  the  Commission  on  Com- 
munications was  asked  to  bring  suggested  statements  or  a 
format  for  the  brochure  to  the  next  meeting  so  the  final 
copy  could  be  determined. 

The  Commission  discussed  establishing  a speaker’s  bu- 
reau to  accept  engagements  to  appear  at  service  clubs, 
P.T.A.’s  and  other  local  groups  to  present  medicine’s  as- 
sessment of  the  malpractice  crisis.  The  Commission  deter- 
mined that  the  speaker’s  bureau  should  be  handled  on  a local 
district  basis  and  each  district  society  is  to  be  contacted  for 
the  names  of  two  individuals  who  will  consent  to  act  in 
this  capacity.  A training  session  will  be  provided  in  Sioux 
Falls  for  all  participants  in  the  speaker’s  bureau  so  the 
Medical  Association  will  present  a united  and  consistent 
program  to  the  public. 

The  Commission  established  the  following  time  table 
for  the  public  education  campaign: 

September  1 - — First  envelope  stuffers  ready  to  be  mailed. 
One  each  month  for  four  months. 

September  1 — Speaker’s  Bureau  ready  to  go. 

Training  session  to  be  held  prior  to  this 
date. 

September  15 — October  1 — Brochures  to  be  ready  for 
distribution 

The  Commission  discussed  the  financial  aspect  of  this 
program.  Dr.  Finney  moved  that  the  Commission  request 
$12,500  for  the  expenses  of  this  program  and  recommend 
that  a special  assessment  of  $25  be  made  to  cover  the  cost 
of  this  Commission’s  program  and  that  the  programs 
from  the  other  Committees  or  Commissions  be  consid- 
ered in  addition  to  this  recommendation;  that  the  assess- 
ment be  mandatory  for  all  members  of  the  State  Associ- 
ation. The  motion  was  seconded  and  carried. 

The  date  of  July  24  was  established  as  the  date  of  the 
next  Commission  meeting  to  be  held  in  Sioux  Falls  at  the 
Ramada  Inn  at  7:00  p.m. 

The  meeting  adjourned  at  9:30  p.m. 

COMMISSION  ON  COMMUNICATIONS,  INTERNAL 
AFFAIRS  AND  LIAISON 

7:00  P.M.  Room  272,  Raniada  Inn 

July  24,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  J.  F.  Barlow,  M.D., 
Chairman  of  the  Commission.  Present  for  roll  call  were 
Drs.  Barlow,  L.  H.  Amundson,  H.  J.  Stensrud,  R.  W. 
Van  Demark,  T.  A.  Hohm,  Charles  Gwinn,  C.  R.  Stoltz. 
Also  in  attendance  were  Drs.  G.  E.  Tracy  and  A.  P. 
Reding,  Mr.  Robert  Johnson  and  Mrs.  Patty  Butler. 

The  reading  of  the  minutes  of  the  July  9 meeting  were 
dispensed  with  inasmuch  as  they  have  been  mailed  to  the 
Commission  members.  Mr.  Johnson  reported  on  the  public 
hearings  held  in  Pierre  on  July  21,  regarding  the  proposed 
malpractice  rates  and  the  LRC  committee  meetings  held 
July  22  and  23. 

The  Commission  reviewed  the  responses  received  from 
the  District  Medical  Societies  regarding  the  proposed  speak- 
ers bureau  for  the  malpractice  public  education  program. 
Two  district  societies  have  submitted  names  for  the  speak- 
ers bureau.  The  executive  office  was  instructed  to  wait 
five  days  for  additional  replies  and  then  report  to  Dr. 
Barlow  on  the  districts  who  have  not  replied  to  the  memo- 
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randum.  At  that  time  a reminder  will  be  sent  to  the  dis- 
tricts again  requesting  the  nominees. 

The  Commission  reviewed  the  various  samples  of  en- 
velope stuffers  to  be  provided  to  the  physicians  in  the  state 
for  mailing  in  their  statements  during  the  next  five  months. 
Dr.  Amundson  moved  that  the  Commission  accept  the 
brochure  prepared  in  the  Watertown  District  for  the  first 
envelope  stuffer,  with  minor  amendments.  The  motion 
was  seconded  and  carried. 

Dr.  Stoltz  moved  that  the  series  of  one-liners  be  pre- 
pared as  follow-up  mailers  and  should  include  a suggestion 
that  the  patient  talk  with  his  doctor  about  the  malpractice 
problem.  The  motion  was  seconded  and  carried. 

The  Commission  determined  that  every  doctor  in  the 
state  should  be  provided  with  the  envelope  stuffers  so 
the  maximum  coverage  of  the  state  could  be  accomplished. 
Mailings  wi  1 be  handled  from  the  executive  office,  along 
with  a covering  letter  indicating  that  more  stuffers  are  avail- 
able and  explaining  the  public  education  program. 

The  Commission  reviewed  the  suggested  brochure  devised 
in  Watertown  and  made  several  changes  in  wording.  The 
brochures  will  be  prepared  and  a sample  provided  each 
physician  in  a newsletter.  The  doctor  will  be  advised  that 
supplies  are  available  for  his  use  in  the  office  waiting 
room  so  he  can  order  the  number  he  can  use  to  advantage. 
Dr.  Stensrud  moved  to  accept  the  proposed  brochure  as 
corrected  for  publication  by  the  SDSMA  for  distribution 
to  the  physicians  in  the  state.  The  motion  was  seconded  and 
carried. 

A discussion  was  held  on  just  how  specific  the  brochure 
should  be  regarding  the  legislative  program.  Inasmuch  as 
the  LRC  Committee  meetings  will  not  be  completed  prior 
to  the  publication  date,  it  was  determined  that  specific  bills 
could  not  be  stressed  or  listed  in  the  brochure. 

The  next  meeting  of  the  Commission  will  be  held  on 
Saturday,  September  6.  At  the  same  time,  the  training  pro- 
gram for  the  speakers  bureau  will  be  planned  inasmuch  as 
several  physicians  who  will  be  attending  Commission  meet- 
ings may  be  named  to  the  speakers  bureau.  It  was  deter- 
mined that  the  Chairman  of  the  Legislative  and  Communi- 
cations Commissions  and  the  Malpractice  Committee  conduct 
the  training  session.  Dr.  Barlow,  Dr.  Tracy  and  Mr.  John- 
son were  authorized  to  review  the  suggested  participants  in 
the  speakers  bureau  and  make  additional  selections  as  they 
deem  proper. 

The  Commission  suggested  a note  of  appreciation  be 
sent  to  Mrs.  C.  R.  Stoltz  for  her  work  in  drafting  the  copy 
for  the  brochure  and  stuffer. 

The  meeting  adjourned  at  9:30  p.m. 

COMMISSION  ON  COMMUNICATIONS,  INTERNAL 
AFFAIRS  AND  LIAISON 

9:00  A.M.  Crystal  Room,  Ramada  Inn 

September  6,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  9:00  a.m.  by  J.  F. 
Barlow,  M.D.,  Chairman.  Present  for  roll  call  were  the  fol- 
lowing doctors:  J.  F.  Barlow,  Jay  Hubner,  Loren  Amund- 
son, R.  E.  Shaskey,  Charles  Gwinn  and  Lawrence  Finney. 
Also  attending  the  meeting  were  Mrs.  Raymond  C.  Corn- 
ford,  G.  E.  Tracy,  M.D.  and  Robert  D.  Johnson. 

The  minutes  of  the  previous  meeting  were  not  read  inas- 
much as  they  had  been  mailed  to  all  Commission  members. 
Dr.  Amundson  moved  that  the  minutes  be  approved  as 
submitted.  The  motion  was  seconded  and  carried. 

The  Commission  reviewed  a pilot  film  on  th  Medix 
series,  a documentary  series  produced  by  the  Los  Angeles 
County  Medical  Association,  which  is  being  presented  na- 
tionwide by  the  Burroughs  Wellcome  Company.  The  Med- 
ical Association  has  been  asked  to  be  a co-sponsor  of  the 
series  in  South  Dakota.  After  reviewing  the  film,  Dr.  Fin- 
ney moved  that  the  Commission  recommend  that  the  series 


be  given  the  endorsement  of  the  SDSMA.  The  motion 
was  seconded  and  carried. 

The  Commission  reviewed  the  August  financial  report  of 
the  Association,  Journal  and  Building  Fund. 

Mr.  Johnson  discussed  the  financial  condbion  of  the 
Journal  and  the  advertising  which  has  been  obtained.  The 
Commission  recommended  that  the  various  specialty  groups 
in  South  Dakota  again  be  contacted  concerning  advertis- 
ing in  the  Journal,  with  special  emphasis  being  given  to  the 
advantages  which  can  be  available  through  this  advertis- 
ing. 

The  Commission  discussed  the  public  and  professional 
education  campaign  regarding  malpractice  which  has  been 
developed  during  the  past  months.  A review  of  the  envelope 
stuffers  and  brochure  was  completed  and  financing  was 
reviewed.  Dr.  Amundson  moved  that  the  Commission 
recommend  to  the  Council  that  consideration  be  given  to  a 
one  time  assessment  concept  to  finance  the  expenses  in- 
curred by  the  malpractice  program;  that  the  amount  of 
$100  per  member  be  considered  and  that  the  membership 
receive  additional  information  on  the  SDSMA  legislative 
program  prior  to  the  billing  for  the  assessment.  The  mo- 
tion was  seconded  and  carried. 

The  Commission  reviewed  the  proposed  change  in  tele- 
phone directory  listings,  which  would  add  a new  section 
listing  physicians  by  specialty.  Dr.  Amundson  moved  that 
the  Commission  recommend  to  the  Council  that  this  pro- 
posal not  be  approved  at  this  time  and  that  the  telephone 
company  be  informed  of  the  Association’s  position.  The 
motion  was  seconded  and  carried. 

The  Commission  was  joined  by  the  members  of  the 
Commission  on  Legislation  and  Governmental  Relations 
and  the  physicians  who  have  been  selected  to  participate  in 
the  Speaker’s  Bureau  on  professional  liability  insurance  for 
an  informational  presentation  on  the  SDSMA’s  position 
and  proposals  regarding  this  crisis. 

The  meeting  adjourned  at  12:00  noon. 

A discussion  was  held  concerning  the  listing  of  physicians 
by  specialty  in  the  yellow  pages  of  the  telephone  directories. 
Dr.  Ryan  moved  that  the  Council  take  no  action  with  re- 
gard to  the  proposal  that  physicians  be  listed  by  specialty 
in  the  telephone  directories  and  that  this  decision  be  left 
to  the  discretion  of  the  district  medical  societies.  The  mo- 
tion was  seconded  by  Dr.  Leigh  and  carried.  Dr.  Hamm 
moved  that  the  Council  accept  the  report  of  the  Com- 
mission on  Communications  and  Liaison  and  Internal  Af- 
fairs as  amended.  The  motion  was  seconded  by  Dr.  Quinn 
and  carried. 

The  Council  considered  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations. 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

9:00  A.M.  Viking  Room,  Ramada  Inn 

September  6,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  9:00  a.m.  by  Chair- 
man R.  G.  Gere.  Those  present  for  roll  call  were  Doctors 
R.  G.  Gere,  A.  A.  Lampert,  R.  B.  Henry,  M.  R.  Cosand, 
Bill  Church,  L.  W.  Karlen,  R.  W.  Honke,  V.  Janavs,  W.  R. 
Taylor,  R.  J.  Foley  and  Myron  Jerde.  Also  in  attendance 
were  A.  P.  Reding,  M.D.;  J.  B.  Gregg,  M.D.;  Mr.  David 
Gerdes,  Mrs.  Stephen  Haas,  Fred  Leigh,  M.D.  and  James 
Ryan,  M.D. 

Dr.  Lampert  moved  to  accept  the  minutes  of  the  previ- 
ous meeting  as  printed.  The  motion  was  seconded  by  Dr. 
Taylor  and  carried. 

The  Commission  reviewed  the  two  collateral  source  bills 
drafted  by  legal  counsel,  and  Mr.  Gerdes  discussed  ques- 
tions raised  with  regard  to  equal  protection  in  connection 
with  a collateral  source  bill  Dr.  Taylor  moved  that  legal 
counsel  redraft  a proposed  collateral  source  bill  which 
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would  allow  juries  to  be  apprised  of  any  collateral  source 
payments  rather  than  making  collateral  source  payments 
rnandatorily  deductible  from  the  damages  allowed.  The 
motion  was  seconded  by  Dr.  Jerde  and  carried. 

The  Commission  reviewed  the  redrafted  legislation  for 
periodic  payments.  Dr.  Lampert  moved  the  revised  periodic 
payment  bill  as  submitted  by  legal  counsel  be  accepted.  The 
motion  was  seconded  by  Dr.  Honke  and  carried. 

The  Commission  reviewed  the  proposed  legislation  per- 
taining to  expert  witnesses.  Dr.  Cosand  moved  that  the 
Commission  recommend  acceptance  of  this  proposed  bill 
with  one  change;  that  being  in  line  thirteen,  delete  the 
word,  “private”  and  replace  it  with  “clinical.”  The  motion 
was  seconded  by  Dr.  Foley  and  carried. 

The  Commission  reviewed  the  proposed  legislation  con- 
cerning Guarantee  of  Results.  Dr.  Cosand  moved  that  the 
Commission  recommend  the  acceptance  of  this  bill  as  draft- 
ed. The  motion  was  seconded  by  Dr.  Church  and  carried. 

The  Commission  then  reviewed  the  letters  received  from 
the  National  Organization  of  Women  and  Dr.  Barbara 
Spears  with  regard  to  legislation  which  would  enable  minors 
to  receive  birth  control  information  without  parental  con- 
sent. Dr.  Lampert  moved  that  the  State  Medical  Associ- 
ation take  no  action  concerning  these  requests  for  support. 
The  motion  was  seconded  by  Dr.  Church  and  carried. 
Vote:  9 yes;  2 no — Dr.  Taylor  and  Dr.  Cosand. 

The  Commission  reviewed  the  letter  received  from  Wil- 
burn W.  Smith  of  the  Department  of  Health,  Education  and 
Welfare  with  regard  to  releasing  information  on  amounts 
of  money  reimbursed  for  physicians’  services  under  the 
Medicare  Program.  This  was  accepted  for  the  information 
of  the  Commission  and  no  action  was  taken. 

The  Commission  reviewed  the  “Partnership  of  Health” 
paper  submitted  by  the  South  Dakota  Hospital  Association. 
Dr.  Lampert  moved  that  the  paper,  ‘'South  Dakota  Partner- 
ship of  Health"  be  accepted  for  information  and  that  addi- 
tional information  be  obtained  from  the  South  Dakota  Hos- 
pital Association  concerning  this  matter.  The  motion  was 
second  by  Dr.  Taylor  and  carried. 

Dr.  J.  B.  Gregg  addressed  the  Commission  briefly  and 
stated  that  a bill  to  license  speech  and  hearing  people  may 
be  introduced  into  the  1976  legislature.  He  urged  that  if 
such  a licensure  board  is  established,  the  make-up  of  that 
board  shall  include  a physician  specializing  in  otorhinolaryn- 
gology. This  was  accepted  by  the  Commission  for  their  in- 
formation. 

The  meeting  adjourned  at  10:00  a.m. 

A discussion  was  held  concerning  the  Hospital  Associa- 
tion’s paper  on  “Partnership  of  Health.”  Dr.  Tracy  moved 
that  discussion  on  the  “Partnership  of  Health”  paper  be 
tabled  until  the  final  form  of  the  paper  is  received  from  the 
Hospital  Association.  The  motion  was  seconded  by  Dr.  Har- 
ris and  carried.  Dr.  Buchanan  moved  that  the  Council  accept 
the  report  of  the  Commission  on  Legislation  and  Govern- 
mental Relations.  The  motion  was  seconded  by  Dr.  Aspaas 
and  carried. 

The  Council  considered  the  report  of  the  Commission 
on  Scientific  Medicine  as  reviewed  by  Dr.  Bell,  Com- 
mission member. 

COMMISSION  ON  SCIENTIFIC  MEDICINE 

1:15  P.M.  Viking  Room,  Raniadu  Inn 

September  6,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  1:15  p.m.  by  James 
Larson,  M.D.,  Chairman.  Present  for  roll  call  were  Drs. 
Larson,  A.  J.  Janusz,  Kenneth  Koob,  Juan  Chavier,  R.  R. 
Thornton,  G.  Robert  Bell  and  Joseph  Kass. 

A discussion  was  held  on  a letter  sent  to  physicians  in 
some  areas  of  the  state  regarding  pap  smears  being  done 
by  public  health  nurses  in  conjunction  with  a Cancer  So- 
ciety program.  The  Commission  reviewed  the  action  of  the 


Council  taken  on  January  13,  1973.  Dr.  Bell  moved  that 
the  Commission  request  the  Council  to  reconsider  its  en- 
dorsement of  this  program  at  its  September  27,  1975  meet- 
ing. The  motion  was  seconded  and  carried. 

The  Commission  reviewed  the  application  for  accredita- 
tion of  Continuing  Medical  Education  programs  in  South 
Dakota  which  has  been  submitted  to  the  American  Med- 
ical Association  Council  on  Continuing  Medical  Education 
for  approval.  The  application  will  also  be  reviewed  by  the 
Council  at  its  September  27  meeting.  If  approved,  the  South 
Dakota  State  Medical  Association  will  have  the  author- 
ity to  accredit  South  Dakota  programs  for  Category  I 
credits. 

The  Commission  reviewed  the  results  of  the  question- 
naire on  continuing  medical  education  which  was  com- 
pleted during  the  past  summer. 

The  Commission  then  made  preliminary  plans  for  the 
scientific  program  of  the  1976  annual  meeting  to  be  held 
in  Rapid  City,  June  11,  12.  The  tentative  program  is  as 
follows: 


1:30—2:15  p.m. 


2:15 — 3:00  p.m. 

3:00—3:15  p.m. 
3:15—4:00  p.m. 
4:00 — 4:45  p.m. 


June  11,  1976 

Drug  Update — Antiobiotics 
(out  of  state  speaker — Dr.  Thornton  to 
contact) 

New  Diagnostic  Tools  in  Radiology 
(in-state  speaker — Dr.  Koob  to  contact) 
Coffee  Break 

Encephalitis— Kenneth  Koob,  M.D. 
Update  of  USD  School  of  Medicine,  Karl 
Wegner,  M.D. 


June  12, 1976 

Concurrent  Workshops 
9:00-10:00  a.m. 

Hypertension — Drug  Therapy — (in-state  speaker — Dr. 
Larson  to  contact) 

Neonatal  Jaundice — (Dr.  Chavier  to  contact) 
Inflammatory  Diseases  of  the  Bowel — (in-state  speaker 
Dr.  Janusz  to  contact) 

10:00-11:00  a.m. 

Treatment  of  Movement  Disorders — George  Flora,  - 
M.D. — (Dr.  Koob  to  contact) 

Medical  Emergencies — (Dr.  Larson  to  contact) 
Respiratory  Distress  Syndrome — (Dr.  Chavier  to  con- 
tact) 

1 1:00-12:00 

Hypertension — Drug  Therapy — repeat 

The  Middle  Child— C.  N.  Rutt,  M.D.— (Dr.  Koob 

to  contact) 

Antiobiotic  Rehash — (out  of  state  speaker — Dr. 
Thornton  to  contact) 

The  Commission  discussed  the  possibility  of  having  the 
doctors  and  wives  having  a joint  Friday  evening  party  dur- 
ing the  annual  meeting.  The  Commission  recommended 
that  a joint  party  be  considered  when  planning  the  1976 
annual  meeting.  The  event  would  be  strictly  informal. 

The  meeting  adjourned  at  4:30  p.m. 

A discussion  ensued  concerning  pap  smear  tests  being  per- 
formed by  public  health  nurses  in  conjunction  with  a 
Cancer  Society  program  and  previous  action  taken  by  the 
Council  encouraging  all  women  in  South  Dakota  to  have  a 
pap  smear  by  1976.  Dr.  Barrett  moved  that  the  South 
Dakota  State  Medical  Association  go  on  record  as  com- 
mending the  Cancer  Society  for  its  efforts  on  behalf  of 
the  people  of  South  Dakota  with  regard  to  cancer  screening; 
however,  in  the  interest  of  maintaining  a high  level  of  med- 
ical care  the  Association  recommends  that  physical  exami- 
nations and  diagnoses  be  performed  by  or  under  the  di- 
rect supervision  of  licensed  physicians.  The  motion  was  sec- 
onded by  Dr.  Lushbough  and  carried.  Dr.  Harris  moved 
that  information  on  the  Cancer  Society’s  screening  program 
be  referred  to  the  Commission  on  Medical  Service  along 
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with  the  directive  that  the  Commission  study  and  propose 
a standardized  procedure  for  handling  future  programs  of  a 
similar  nature.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried.  Mr.  Johnson  reviewed  the  information  and  appli- 
cation which  would  allow  the  State  Medical  Association 
to  accredit  continuing  medical  education  programs  in  the 
state  for  the  Council's  information.  Dr.  Harris  moved  that 
the  Council  accept  the  report  of  the  Commission  on  Scien- 
tific Medicine.  The  motion  was  seconded  by  Dr.  Law- 
rence and  carried. 

The  Council  considered  the  report  of  the  Executive 
Committee. 


EXECUTIVE  COMMITTEE  MEETING 
7:00  P.M.  Raniada  Inn 

July  17,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  G.  E.  Tracy,  M.D., 
Chairman  of  the  Executive  Committee.  Present  for  roll 
call  were  Drs.  Tracy,  A.  P.  Reding,  Fred  Leigh,  James  Ryan 
and  J.  B.  Gregg.  Also  attending  the  meeting  were  Drs. 
R.  E.  Van  Demark  and  J.  F.  Barlow. 

Mr.  Johnson  reviewed  the  minutes  of  the  meetings  of 
the  Commissions  on  Legislation  and  Communications  for 
the  information  of  the  Executive  Committee.  These  two 
Commissions  have  scheduled  their  next  meetings  as  fol- 
lows: 

Legislation  and  Governmental  Relations — August  5, 

Ramada  Inn,  Sioux  Falls  at  7:00  p.m. 

Communications,  Internal  Affairs  and  Liaison — July 

24,  Ramada  Inn,  Sioux  Falls  at  7:00  p.m. 

Each  member  of  the  Executive  Committee  is  invited  to 
attend  these  meetings  if  their  schedule  will  permit. 

Dr.  Barlow  reviewed  the  recommendations  of  the  Com- 
mission on  Communications  regarding  the  public  education 
campaign  for  malpractice,  and  discussed  the  proposed  as- 
sessment of  the  members  to  cover  the  anticipated  costs  of 
the  program. 

Dr.  Ryan  moved  that  the  Executive  Committee  recom- 
mend that  the  proposed  assessment  of  $100  per  member  be 
presented  to  the  Council  at  the  September  meeting,  along 
with  background  information  on  the  purposes  for  which 
the  funds  will  be  utilized.  The  motion  was  seconded  and 
carried. 

A discussion  was  held  on  the  public  hearing  to  be  held 
on  July  21,  in  Pierre,  on  the  proposed  insurance  rates  for 
malpractice.  The  Executive  Committee  directed  that  the 
physicians  attending  the  hearing  be  allowed  to  use  their 
own  judgment  on  the  position  of  the  State  Association 
regarding  these  rates  after  an  evaluation  of  the  data  sub- 
mitted is  made. 

The  Executive  Committee  discussed  the  Legislative  Re- 
search Council’s  malpractice  study  committee  meeting  to  be 
held  in  Pierre  on  July  22  and  23.  The  Association’s  official 
representatives  will  be  W.  B.  Odland,  M.D.,  R.  G.  Gere, 
M.D.,  and  James  Ryan,  M.D.,  as  well  as  Mr.  Robert 
Johnson.  These  representatives  will  relate  the  Association’s 
established  policy  to  the  LRC  committee  and  report  back 
on  the  insurance  statistics  presented  to  the  committee. 

The  Executive  Committee  discussed  the  Association’s 
retained  legal  counsel.  Dr.  Leigh  moved  that  the  Associa- 
tion continue  to  retain  the  firm  of  May,  Porter,  Adams, 
Gerdes  and  Thompson  as  our  legal  counsel.  The  motion 
was  seconded  and  carried.  It  was  determined  that  if  addi- 
tional legal  work  is  required  by  the  Association,  it  will 
be  handled  on  a fee  for  service  basis. 

A discussion  was  held  on  the  recommendation  of  the 
Commission  on  Legislation  and  Governmental  Relations  to 
hire  an  additional  lobbyist  for  the  1976  sessions  due  to  the 
importance  of  the  legislative  program  regarding  malprac- 
tice. Dr.  Leigh  moved  that  the  Association  hire  Mr.  John 
Zimmer  to  assist  at  the  1976  legislative  session  at  a cost 


not  to  exceed  $5,000.  The  motion  was  seconded  and 
carried. 

The  Committee  reviewed  a letter  from  Dave  Gerdes 
regarding  the  regulations  of  the  Welfare  Department  for  the 
Title  19  drug  program.  Dr.  Gregg  moved  that  the  State 
Medical  Association  not  pursue  this  matter  or  seek  an 
injunction  to  stop  implementation  of  these  regulations.  The 
motion  was  seconded  and  carried.  Dr.  Tracy  indicated  that 
he  would  appoint  an  Advisory  Committee  to  work  with 
the  Welfare  Department  in  the  future. 

A letter  from  Mr.  Dave  Gerdes  regarding  an  escrow  ac- 
count for  prepayment  of  the  tail-end  premiums  for  claims 
made  coverage  was  reviewed.  The  Executive  Committee 
determined  that  more  work  should  be  done  on  this  proposal 
to  see  if  it  can  be  set  up  for  those  physicians  in  the  state 
interested  in  participating  in  a program  of  this  nature. 

The  Executive  Committee  discussed  the  scheduling  of 
regular  meetings  of  the  Committee  during  the  coming 
months.  It  was  decided  that  a regular  meeting  would  be 
planned  for  the  third  Wednesday  of  every  month  beginning 
in  August.  The  meetings  will  be  held  in  Sioux  Falls.  The 
next  meeting  will  be  held  August  20. 

The  Executive  Committee  discussed  in  depth  the  staffing 
of  the  executive  office  and  the  responsibilities  assigned  to 
each  staff  person  inasmuch  as  the  malpractice  situation 
has  required  a greatly  increased  work  load.  The  Executive 
Committee  reviewed  the  salary  schedule  now  in  effect  for 
Mr.  Johnson,  Mrs.  Butler  and  Mrs.  Anderson.  The  Execu- 
tive Committee  took  action  to  increase  the  salary  of  Mrs. 
Butler  and  Mrs.  Anderson  $75  per  month,  effective  August 
1.  The  Executive  Committee  will  recommend  to  the  Council 
that  Mr.  Johnson’s  salary  be  increased  $1,000  per  year,  with 
an  effective  date  of  August  1,  1975.  This  recommendation 
will  be  submitted  to  the  Council  for  affirmation  at  the 
Fall  Council  meeting  on  September  27. 

The  meeting  adjourned  at  10:45  p.m. 

EXECUTIVE  COMMITTEE  MEETING 

7:15  P.M.  Ramada  Inn 

August  20,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  7:15  p.m.  by  G.  L. 
Tracy,  M.D.,  Chairman  of  the  Executive  Committee.  Present 
were  Drs.  G.  E.  Tracy,  Fred  Leigh,  James  Ryan,  A.  P. 
Reding,  Charles  Swanson,  John  Barlow,  R.  E.  Van  Demark. 
Also  attending  the  meeting  were  Bob  Johnson  and  Patty 
Butler. 

Dr.  Swanson  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  have 
been  mailed  to  all  members  of  the  Executive  Committee. 

Dr.  Barlow  reviewed  the  minutes  of  the  July  24  meeting 
of  the  Commission  on  Internal  Affairs,  Communications 
and  Liaison.  He  discussed  the  envelope  stuffers  and  the 
brochure  which  will  be  printed  and  distributed  to  the 
membership  and  the  speakers  bureau  which  has  been 
established.  The  Executive  Committee  directed  that  L.  W. 
Karlen,  M.D.,  Wm.  Taylor,  M.D.  and  R.  G.  Gere,  M.D. 
be  invited  to  attend  the  Speaker’s  Bureau  training  session 
on  September  6. 

Dr.  Tracy  reported  on  the  national  meeting  held  on  mal- 
practice in  Chicago  last  month.  This  program  was  spon- 
sored by  the  American  Hospital  Association  and  the  Ameri- 
can Medical  Association.  He  indicated  that  a panel  dis- 
cussion on  malpracice  will  be  on  the  program  of  the  annual 
meeting  of  the  South  Dakota  Hospital  Association  on 
September  25.  He  is  also  working  to  establish  a program 
on  malpractice  through  the  South  Dakota  Hospital  Asso- 
ciation which  would  involve  the  Boards  of  the  various 
hospitals. 

The  Executive  Committee  reviewed  the  minutes  of  the 
August  5 meeting  of  the  Commission  on  Legislation  and 
Governmental  Relations.  Mr.  Johnson  informed  the  com- 
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mittee  that  all  bills  concerning  malpractice  will  be  in  final 
form  for  the  September  6 commission  meeting. 

Dr.  Tracy  reported  on  contacts  he  has  made  with  the 
state  administration  regarding  the  malpractice  problem.  Dr. 
Tracy  suggested  that  the  Secretary  of  Commerce  and  Con- 
sumer Affairs  be  given  information  on  the  legislative  pack- 
age when  it  is  finalized  and  at  an  appropriate  time. 

Mr.  Johnson  discussed  the  meetings  with  the  Bar  Asso- 
ciation regarding  the  arbitration  panel  which  will  be  sub- 
mitted to  the  LRC  Committee  in  September.  The  group 
will  meet  again  on  September  10. 

The  Executive  Committee  reviewed  a proposal  bylaw 
change  which  would  make  the  immediate  past  president, 
or  Councilor-at-large,  a member  of  the  Executive  Com- 
mittee. Dr.  Swanson  moved  that  this  proposed  change  be 
submitted  to  the  Council  with  the  request  that  it  be  re- 
ferred to  the  House  of  Delegates  at  the  1976  annual 
meeting.  The  motion  was  seconded  and  carried. 

A discussion  was  held  on  voluntary  continuing  medical 
education  for  members  of  the  South  Dakota  State  Medical 
Association  and  a state  peer  review  competency.  Dr.  Van 
Demark  moved  that  the  Executive  Committee  recommend 
to  the  Council  that  the  SDSMA  request  its  membership  to 
voluntarily  obtain  fifty  hours  of  postgraduate  work  per 
year,  based  on  SDSMA  standards,  and  that  a State  Cre- 
dentials Committee  be  established  to  review  all  membership 
applications  and  renewals  for  the  SDSMA  on  an  annual 
basis,  judging  the  level  of  competence  and  moral  character. 
The  motion  was  seconded  and  carried. 

The  Executive  Committee  received  a report  from  Mr. 
Johnson  on  SoDaPAC.  Dr.  Ryan  moved  that  we  await  a 
final  written  report  from  the  auditors,  but  that  assuming 
the  administrative  work  would  not  adversely  affect  the 
Association’s  tax  exempt  status,  or  other  privileges  of  the 
Association,  the  Executive  Committee  recommends  to  the 
Council  that  the  Association  take  over  the  administrative 
work  for  SoDaPAC  for  a one  year  period.  The  motion  was 
seconded  and  carried. 

The  Executive  Committee  set  their  next  meeting  for  a 
noon  luncheon  on  Saturday,  September  6,  at  the  Ramada 
Inn,  Sioux  Fails. 

Dr.  Tracy  and  Mr.  Johnson  reported  on  the  LRC  meeting 
on  ma  practice  held  on  August  15.  The  next  meeting  will 
be  held  September  26,  in  Pierre. 

A discussion  was  held,  reviewing  the  financial  require- 
ments for  the  coming  year,  in  view  of  the  public  educa- 
tion campaign  on  malpractice.  Dr.  Leigh  moved  that  the 
Executive  Committee  reiterate  its  recommendation  that  a 
$100  assessment  be  made  on  the  membership  of  the  South 
Dakota  State  Medical  Association  and  that  it  shall  be  man- 
datory. The  motion  was  seconded  and  carried. 

The  Committee  reviewed  a letter  from  the  AMA  Council 
on  Legislation  concerning  their  meeting  in  Denver  on 
September  13.  The  Executive  Committee  requested  that 
Dr.  John  Barlow  and  Dr.  Richard  Gere  attend  this  meeting, 
if  possible,  but  that  financial  reimbursement  could  not  be 
made  by  the  Association. 

A discussion  was  held  on  the  proposal  to  request  funds 
from  the  Legislature  for  the  family  practice  residency  pro- 
grams which  may  be  established  in  Rapid  City  and  Aber- 
deen. Dr.  Swanson  moved  that  the  subject  be  tab.ed  until 
the  results  of  a feasibility  study  have  been  received.  The 
motion  was  seconded  and  carried. 

The  meeting  adjourned  at  10:30  p.m. 

EXECUTIVE  COMMITTEE  MEETING 

12:30  P.M.  Ramada  Inn 

September  6,  1975  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  12:30  p.m.  by  G.  E. 
Tracy,  M.D.,  Chairman.  Present  for  roll  call  were  Drs. 
G.  E.  Tracy,  F.  D.  Leigh,  James  Ryan,  A.  P.  Reding,  J.  B. 
Gregg,  C.  L.  Swanson  and  John  F.  Barlow. 


Dr.  Reding  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting.  The  motion  was  seconded 
and  carried. 

The  Executive  Committee  reviewed  the  letter  received 
from  Broeker  Hendrickson  concerning  the  utilization  of  an 
escrow  account  for  payment  of  the  “tail  premiums”  for 
malpractice  insurance,  and  the  possible  assistance  of  the 
executive  office  in  SoDaPAC  clerical  work.  The  letter 
indicated  that  IRS  rulings  do  not  permit  an  escrow  ac- 
count payment  of  insurance  in  advance  of  the  covered 
period,  which  would  be  tax  deductible  in  the  year  of 
payment.  The  letter  also  advised  that  assistance  to  SoDa- 
PAC would  not  jeopardize  the  Association’s  tax  exemption, 
provided  it  was  not  the  primary  activity  of  the  Association 
and  if  SoDaPAC  reimbursed  the  Association  for  such 
services. 

The  Executive  Committee  reviewed  a letter  from 
Economika,  Inc.  concerning  a computer  proposal.  The 
Executive  Committee  took  no  action  on  the  request  to 
negotiate  with  the  Medical  Association. 

The  Executive  Committee  discussed  the  legislative  pro- 
posal as  submitted  by  the  Commission  on  Legislation  and 
Governmental  Relations.  Dr.  Ryan  moved  that  the  Execu- 
tive Committee  recommend  acceptance  of  the  proposal  to 
the  Council.  The  motion  was  seconded  and  carried. 

The  Committee  discussed  distribution  of  the  Relative 
Value  Study  which  will  be  available  in  September  for 
mailing.  The  Committee  indicated  that  distribution  to  other 
than  members  of  the  South  Dakota  State  Medical  Asso- 
ciation should  be  made  at  the  discretion  of  the  Executive 
Secretary,  if  they  request  multiple  copies.  Dr.  Swanson 
moved  that  the  executive  secretary  should  use  his  good 
judgment  as  to  who  should  receive  the  publication  and 
what  they  should  be  charged.  The  motion  was  seconded 
and  carried. 

Mr.  Johnson  discussed  the  new  HEW  regulations  con- 
cerning laboratory  charges  and  the  handling  fee  which 
attending  physicians  will  be  allowed  to  include  in  their 
bills  for  Medicare  patients.  He  indicated  that  there  was  no 
allowance  provided  for  interpretation  of  the  results  of 
laboratory  tests,  only  the  handling  charge.  Dr.  Ryan  moved 
that  the  South  Dakota  State  Medical  Association  should 
voice  its  objection  to  the  regulations;  that  reasonable  and 
customary  profiles  have  been  established  and  should  be 
followed;  that  the  regulations  should  not  specify  laboratory 
fees  can  only  be  billed  for  on  a cost  plus  basis;  that  this 
procedure  would  not  provide  information  not  already 
available;  and  that  the  State  Association  strongly  objects 
on  philosophical  grounds  and  should  present  its  objections 
to  the  Department  of  Health,  Education  and  Welfare.  The 
motion  was  seconded  and  carried. 

The  Committee  discussed  the  allowance  provided  in  the 
new  Relative  Value  Study  for  a handling  fee.  The  Com- 
mittee directed  that  the  RVS  Study  Committee  be  requested 
to  consider  this  matter  immediately;  that  a recommendation 
be  provided  by  the  RVS  Committee  prior  to  the  September 
27  Council  meeting. 

The  next  Executive  Committee  meeting  was  scheduled 
for  Wednesday  October  15.  The  time  and  place  will  be 
determined  at  a later  date. 

The  meeting  adjourned  at  1:15  p.m. 

A discussion  was  held  with  regard  to  a proposed  change 
in  Bylaws  which  would  include  the  past  president.  Councilor 
at  large,  to  sit  on  the  Executive  Committee.  Dr.  Quinn 
moved  that  the  Council  submit  the  proposed  change 
in  Bylaws  to  the  House  of  Delegates,  such  change 
to  make  the  past  president,  councilor  at  large,  a mem- 
ber of  the  Executive  Committee.  The  motion  was  sec- 
onded by  Dr.  Leigh  and  carried.  A discussion  was  held 
concerning  the  limited  power  given  to  the  Executive  Com- 
mittee under  the  present  Bylaws.  Dr.  Quinn  moved  that 
the  matter  of  designating  power  to  the  Executive  Com- 
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mittee  be  referred  to  the  Commission  on  Internal  Affairs, 
Communications  and  Liaison  for  study  and  recommenda- 
tion. The  motion  was  seconded  by  Dr.  Hamm.  Dr.  Begley 
moved  that  the  motion  be  amended  to  indicate  that  the 
Council  endorses  the  previous  actions  taken  by  the  Execu- 
tive Committee  and  empowers  the  Executive  Committee 
to  act  accordingly  pending  completion  of  the  Commission’s 
study  and  recommendation  and  subsequent  action  of  the 
Council.  The  motion  was  seconded  by  Dr.  Buchanan  and 
carried.  The  motion  as  amended  was  carried.  For  the 
information  of  the  Council  Mr.  Johnson  reviewed  the 
recommendation  of  the  Association’s  legal  counsel  with 
regard  to  the  Title  19  regulations  as  they  pertain  to  drugs. 
Dr.  Tracy  stated  that  he  has  appointed  physicians  to  serve 
on  an  advisory  committee  to  the  Welfare  Department  and 
this  matter  will  be  considered  by  that  committee.  Dr. 
Tracy  discussed  the  recommendation  of  the  Executive 
Committee  that  a special  assessment  in  the  amount  of  $100 
be  made  to  all  members  of  the  State  Medical  Association 
to  underwrite  the  costs  incurred  by  the  professional  liability 
problem  in  South  Dakota.  Dr.  Begley  moved  that  the 
Council  authorize  a $100  special  assessment  to  each  member 
of  the  State  Association  and  that  budgetary  information 
concerning  this  special  assessment  be  available  to  the 
councilors,  officers  and  district  medical  society  officers. 
The  motion  was  seconded  by  Dr.  Lushbough  and  carried. 
The  Council  reviewed  the  public  education  program  with 
regard  to  the  professional  liability  problem  including  the 
brochure  and  envelope  stuffers  which  are  available  to  all 
physician  members.  Dr.  Lushbough  moved  that  the  Council 
endorse  the  brochure  concept  and  recommend  continuing 
with  this  public  education  program.  The  motion  was  sec- 
onded by  Dr.  Odland  and  carried.  Dr.  Tracy  reviewed  the 
recommendation  of  the  Executive  Committee  concerning 
the  hiring  of  Mr.  John  Zimmer  as  an  additional  lobbyist 
during  the  legislative  session  along  with  Mr.  Johnson  and 
Mr.  Dave  Gerdes,  the  Association’s  retained  counsel.  Dr. 
Buchanan  moved  that  the  Council  authorize  the  hiring  of 
Mr.  Zimmer  for  the  1976  legislative  session.  The  motion 
was  seconded  by  Dr.  Harris  and  carried.  Dr.  Buchanan 
moved  that  the  Council  authorize  retaining  the  firm  of 
May,  Porter,  Adams,  Gerdes  & Thompson  as  legal  counsel 
for  the  State  Medical  Association.  The  motion  was  seconded 
by  Dr.  Reaney  and  carried.  Dr.  Tracy  discussed  the  recom- 
mendations of  the  Executive  Committee  with  regard  to 
salary  eva'uations;  allowing  a $900  annual  increase  for 
Mrs.  Butler  and  Mrs.  Anderson  and  a $1,000  annual 
increase  for  Mr.  Johnson  effective  August  1,  1975.  Dr. 
Buchanan  moved  that  the  Council  authorize  the  salary 
increases  as  proposed.  The  motion  was  seconded  by  Dr. 
Nemer  and  carried.  Dr.  Tracy  discussed  the  proposal  of 
the  Executive  Committee  concerning  the  establishment  of 
a Credentials  Committee  to  review  all  applicants  for  mem- 
bership in  the  State  Medical  Association  and  a program  for 
voluntary  continuing  medical  education  for  members  of  the 
State  Association.  Dr.  Tracy  moved  that  the  Council  ac- 
cept the  concept  of  a voluntary  continuing  medical  educa- 
tion program  for  State  Association  members  and  that  a 
Credentials  Committee  be  established  to  review  applicants 
for  membership  in  the  State  Association.  The  motion 
was  seconded  by  Dr.  Barrett  and  carried.  Dr.  Tracy 
discussed  the  proposal  of  the  Executive  Committee  that  the 
administrative  work  for  SoDaPAC  be  performed  by  the 
executive  office  of  the  Medical  Association.  Dr.  Tracy 
moved  that  the  Council  authorize  the  executive  office  to 
handle  the  administrative  work  for  SoDaPAC.  The  motion 
was  seconded  by  Dr.  Ryan  and  carried.  The  Council  con- 
sidered the  slate  proposed  by  the  SoDaPAC  Board  for 
appointment  to  the  Board  for  the  coming  year.  Dr.  Tracy 
moved  that  the  following  be  appointed  to  the  SoDaPAC 
Board  of  Directors  for  the  coming  year:  W.  R.  Taylor, 
M.D.;  T.  J.  Wrage,  M.D.;  Curtis  Wait,  M.D.;  R.  C. 


Jahraus,  M.D.;  J.  H.  DeGeest,  M.D.;  Bill  Church,  M.D.; 

L.  E.  Savage,  M.D.;  N.  R.  Whitney,  M.D.;  R.  G.  Nemer, 

M. D.;  James  Ryan,  M.D.;  L.  F.  Nelson,  M.D.;  Mrs.  Marlys 
Porter  and  Mrs.  Shirley  Bloemendaal.  The  motion  was 
seconded  by  Dr.  Lushbough  and  carried.  Dr.  Tracy  reported 
on  the  regulations  of  the  Department  of  Health,  Education 
and  Welfare  with  regard  to  laboratory  charges;  the  require- 
ment that  physicians  break  down  the  charges  on  claim 
forms  to  indicate  the  charge  made  by  the  laboratory  and 
the  charge  made  by  the  physicians  for  handling.  He  in- 
dicated that  a letter  had  been  sent  to  the  Department  of 
Health,  Education  and  Welfare  indicated  the  displeasure  of 
the  State  Medical  Association  with  regard  to  the  implementa- 
tion of  this  requirement.  Dr.  Harris  moved  that  the  Council 
approve  the  letter  sent  to  the  Department  of  Health, 
Education  and  Welfare  indicating  the  objection  of  the  State 
Medical  Association  to  the  implementation  of  these  re- 
gulations. The  motion  was  seconded  by  Dr.  Odland  and 
carried.  The  Council  requested  that  the  executive  office 
review  past  minutes  of  the  Council  and  the  AMA  Judicial 
Council  Opinions  and  Reports  concerning  this  matter  and 
that  information  obtained  be  considered  at  the  next  meeting 
of  the  Council.  Dr.  Nemer  moved  that  the  Council  accept 
the  report  of  the  Executive  Committee  along  with  the 
action  taken  by  the  Council  on  various  matters.  The 
motion  was  seconded  by  Dr.  Buchanan  and  carried. 

The  Council  adjourned  for  lunch  at  12:15  p.m.  and 
reconvened  at  1:15  p.m. 

Dr.  Karl  Wegner,  Dean  of  the  Medical  School,  ap- 
peared before  the  Council  and  gave  background  information 
on  the  Physician  Extender  Program  which  is  a program 
attached  to  the  School  of  Medicine  as  determined  by  the 
1975  legislature  with  a budget  of  $60,000  for  fiscal  year 
1975-76.  Dr.  Robert  Hayes  has  been  named  director  of 
this  program  and  he  also  appeared  before  the  Council. 
Dr.  Wegner  indicated  that  initial  plans  for  this  program 
are  to  have  Dr.  Hayes  and  a physician  assistant  locate 
and  open  an  office  in  a small  town  in  western  South 
Dakota  which  at  the  present  time  has  no  physician  care 
immediately  available;  that  this  phase  of  the  program  be 
carefully  evaluated  before  it  is  expanded.  Dr.  Hayes  in- 
dicated that  he  envisions  this  program  encompassing  ap- 
proximately four  to  five  communities  in  western  South 
Dakota  in  the  not  too  distant  future.  Dr.  Quinn  moved  that 
following  discussion  of  this  matter,  the  Council  hold  an 
executive  session  at  which  time  appropriate  action  can  be 
taken.  The  motion  was  seconded  by  Dr.  Begley  and  carried. 
Following  a lengthy  discussion  of  this  matter  and  a report 
by  Dr.  Nemer  concerning  his  experience  with  a physician 
assistant  removed  from  his  direct  supervision,  Dr.  Lush- 
bough moved  that  the  Council  after  reviewing  the  phy- 
sician extender  program  recommends  that  direct  on-site 
physician  supervision  be  utilized  in  implementing  this  pro- 
gram. The  motion  was  seconded  by  Dr.  Nemer  and  carried. 

Dr.  Durward  Lang  appeared  before  the  Council  and 
reported  on  the  meetings  of  the  Joint  Practice  Commis- 
sion and  the  proposed  regulations  for  the  nurse  practitioner 
program.  He  indicated  that  the  physician  members  of  this 
Commission  were  a minority;  however,  the  Commission 
did  determine  that  nurse  practitioners  should  not  be  free 
standing  medical  care  providers.  Dr.  Heinrichs  moved  that 
the  Council  communicate  with  the  Board  of  Nursing  in- 
dicating that  the  South  Dakota  State  Medical  Association 
does  not  accept  the  guidelines  as  proposed.  The  motion 
was  seconded  by  Dr.  Odland  and  carried.  Dr.  Begley 
moved  that  the  Council  commend  the  physician  members 
for  serving  on  this  Commission.  The  motion  was  seconded 
by  Dr.  Harris  and  carried. 

The  Council  reviewed  the  opinion  of  the  Attorney 
General  with  regard  to  venipuncture  and  acupuncture.  Dr. 
Hamm  moved  that  the  Association  acknowledge  the  receipt 
of  these  opinions  and  accept  them  for  information.  The 
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motion  was  seconded  by  Dr.  Buchanan  and  carried. 

The  Council  reviewed  the  report  on  AMA-ERF.  Mr. 
Johnson  indicated  that  a subcommittee  on  the  Commission 
on  Medical  Service  is  undertaking  a study  of  AMA-ERF 
funds,  loans  and  earmarked  funds  for  the  Medical  School 
and  will  report  back  to  the  Commission  at  its  spring 
meeting.  Dr.  Nenier  moved  that  the  Council  accept  this 
report  for  the  information  of  its  members.  The  motion 
was  seconded  by  Dr.  Ryan  and  carried. 

The  Council  considered  inviting  physician  assistants  to 
attend  the  scientific  portion  of  the  1976  annual  meeting. 
Dr.  Jones  moved  that  physician  assistants  be  invited  to 
attend  the  annual  meeting  scientific  sessions  for  the  coming 
year  at  no  cost.  The  motion  was  seconded  by  Dr.  Lush- 
bough.  Dr.  Odland  moved  that  the  motion  be  amended  to 
state  that  physician  assistants  be  allowed  to  attend  the 
scientific  sessions  at  a charge  of  $10.  The  motion  was 
seconded  by  Dr.  Aspaas.  Dr.  Barrett  moved  that  the 
amendment  be  amended  to  state  that  physician  assistants 
employed  by  physicians  who  are  members  of  the  State 
Medical  Association  be  charged  $10  and  physician  assistants 
who  are  employed  by  non  member  physicians  be  charged 
$25.  The  motion  was  seconded  by  Dr.  Begley  and  carried. 
The  motion  as  amended  was  carried. 

Mr.  Johnson  briefly  reported  on  the  withdrawal  of  the 
utilization  review  regulations  by  the  Department  of  Health, 
Education  and  Welfare  for  the  Council’s  information. 

The  Council  again  discussed  the  screening  program  being 
conducted  in  South  Dakota  by  the  American  Health  Pro- 
files, Incorporated  for  members  of  the  South  Dakota  Wheat 
Growers  Association.  The  Council  was  apprised  that  a 
representative  from  American  Health  Profiles,  Inc.  was  to  be 
in  attendance  if  the  Council  would  like  to  discuss  this  pro- 
gram with  him.  Dr.  Lawrence  moved  that  the  Council  not 
invite  the  representative  from  American  Health  Profiles, 
Inc.  to  participate  in  the  Council  meeting.  The  motion 
was  seconded  by  Dr.  Nemer  and  carried. 

Dr.  Tracy  reported  on  his  meeting  with  representatives 
of  the  Nursing  Home  Association  and  the  problems  which 
they  have  with  regard  to  Medicare  regulations  which  require 
physicians  to  visit  all  patients  in  nursing  homes  on  a monthly 
basis.  He  encouraged  all  physicians  to  cooperate  with  these 
regulations  so  that  nursing  home  funding  and  accreditation 
will  not  be  jeopardized  and  he  stated  that  the  nursing 
home  administrators  are  working  on  ways  to  assist  phy- 
sicians in  making  these  required  visits.  Dr.  Tracy  also 
reported  that  the  administrators  have  requested  direction 
from  the  State  Medical  Association  with  regard  to  the 
duties  and  reimbursement  for  nursing  home  medical  direc- 
tors which  is  now  required  by  Medicare  regulation  also.  It 
was  noted  that  the  AMA  has  established  guidelines  for 
medical  directors  which  may  be  of  assistance.  Dr.  Nemer 
moved  that  this  matter  be  referred  to  the  Commission  on 
Medical  Service  for  study  and  recommendation.  The  motion 
was  seconded  by  Dr.  Tracy  and  carried. 

The  Council  discussed  the  distribution  of  the  Relative 
Value  Study  which  is  currently  being  sent  to  each  member 
of  the  State  Medical  Association,  one  copy  at  no  charge 
and  additional  copies  at  cost.  Dr.  Tracy  moved  that  the 
charge  to  non  members  be  $25  and  that  the  Council 
authorize  Mr.  Johnson  to  establish  an  appropriate  charge 
for  multiple  copies  and  distribution  of  complementary 
copies  at  his  discretion.  The  motion  was  seconded  by  Dr. 
Harris  and  carried. 

Mr.  Johnson  briefly  reported  on  the  activities  of  the 
Foundation  for  Medical  Care  and  the  PSRO  program  for 
the  Council’s  information. 

Mr.  Johnson  reported  on  his  telephone  conversations 
with  American  Health  Systems,  Incorporated,  with  regard 
to  their  searching  for  malpractice  insurance  coverage  on 
an  occurrence  basis  for  South  Dakota  physicians.  He  stated 
they  have  requested  that  the  South  Dakota  Medical  Asso- 


ciation sign  an  agreement  whereby  for  ninety  days  the 
American  Health  Systems,  Incorporated,  would  have  the 
sole  right  to  search  the  market  for  a state  professional 
liability  group  at  no  cost  to  the  State  Medical  Association. 
Dr.  Nemer  moved  that  the  State  Medical  Association  sign 
this  contract  with  American  Health  Systems,  Incorporated 
to  allow  them  to  search  the  market  at  no  cost  to  the 
SDSMA.  The  motion  was  seconded  by  Dr.  Odland  and 
carried. 

Dr.  Hamm  introduced  the  following  resolution  which 
was  adopted  by  the  Black  Hills  District  Medical  Society 
and  moved  that  the  Council  also  adopt  this  resolution: 
Inasmuch  as  the  breast  cancer  screening  program  has  been 
operational  in  the  state  of  South  Dakota  for  one  full  year, 
the  Council  of  the  South  Dakota  State  Medical  Association 
requests  that  statistical  data  based  upon  the  first  year’s 
screening  results  be  made  available  to  the  Council;  and 
that  pending  review  of  such  statistical  data  the  Council 
of  the  State  Medical  Association  shall  withhold  endorse- 
ment of  future  screening  programs  of  this  type  in  our 
state.  The  motion  was  seconded  by  Dr.  Harris  and  carried. 

The  Council  noted  that  the  winter  meeting  of  the 
Council  is  scheduled  for  January  17.  Dr.  Ryan  moved  that 
inasmuch  as  this  is  scheduled  during  the  legislative  session 
the  meeting  be  held  in  Pierre.  The  motion  was  seconded 
by  Dr.  Heinrichs  and  carried. 

Dr.  Odland  gave  a brief  report  on  the  activities  of  the 
Select  Malpractice  Committee  for  the  Council’s  information. 
He  stated  that  progress  has  been  made  concerning  the 
drawing  of  an  arbitration  plan  for  the  state  of  South 
Dakota  which  would  be  acceptable  to  the  medical  pro- 
fession, the  hospital  association,  and  the  attorneys  in  the 
state,  and  which  will  be  presented  to  the  Legislative  Re- 
search Committee  at  their  upcoming  meeting. 

The  Council  again  discussed  the  screening  program  pro- 
vided by  American  Health  Profiles.  Dr.  Barrett  moved  that 
the  Council  reconsider  its  previous  action  and  ask  the 
representative  of  American  Health  Profiles,  Inc.,  to  par- 
ticipate in  a discussion  with  the  Council  members  con- 
cerning this  program.  The  motion  was  seconded  by  Dr. 
Quinn  and  carried.  The  representative  of  American  Health 
Profiles,  Inc.,  was  paged  and  could  not  be  located  although 
they  had  previouly  indicated  a representative  would  be 
available  for  discussion.  A discussion  was  held  with  regard 
to  the  physician’s  responsibility  in  locating  persons  who 
have  requested  that  test  results  from  the  screening  program 
be  sent  to  that  particular  physician.  Dr.  Begley  moved  that 
the  executive  office  contact  the  Association’s  legal  counsel 
and  request  his  opinion  with  regard  to  the  responsibility  of 
the  physician  in  contacting  such  persons  concerning  their 
test  results  and  that  this  information  be  provided  to  the 
Executive  Committee  for  their  consideration  and  action, 
and  that  the  South  Dakota  Wheat  Growers  Association  be 
apprised  of  this  situation  and  action  which  was  taken  by 
the  Council  on  the  basis  of  limited  knowledge  inasmuch 
as  the  Council  was  unable  to  discuss  this  matter  with  a 
representative  of  American  Health  Profiles,  Inc.  The  motion 
was  seconded  by  Dr.  Ryan  and  carried. 

The  meeting  adjourned  at  4:00  p.m. 
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THE 

ALUMNI 

ASSOCIATION 


of  the 


SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
will  serve  as  a source  of  information  for  graduates  and  will  help 
organize  class  reunions. 

The  South  Dakota  School  of  Medicine  will  be  a four-year  degree 
granting  school  by  1977,  and  through  the  establishment  of  the 
Alumni  Association  the  school,  and  past  and  present  students 
will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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Lecture  #4 — Hemispheral  Lesions 
of  the  Brain 
Future  Meetings  Listing 

March,  April,  May,  June,  July,  Aug., 
Sept.,  Oct.,  Nov.,  Dec.— -p.  2 

G 

Gross,  H.  P„  M.D. 

Case  Report  of  Radiation  Necrosis  of 
the  Hip 

Robert  P.  DeClark,  M.D. 

Gross,  H.  P.,  M.D. 

Clinicopathological  Conference 

Discussion  of  Two  Cases  of  Paget’s 
Disease  of  Bone 
J.  F.  Barlow,  M.D. 

H 

Hartzell,  A.  J.,  M.D. 

Clinicopathological  Conference 

Fifty-Seven  Year  Old  Male  With 
Symptoms  of  Chronic  Cystitis 
J.  F.  Barlow,  M.D. 

Hoody,  Howard,  M.D. 

Clinicopathological  Conference 

Six  and  One-Half  Month  Old  In- 
fant With  Fever  and  Irritability 
J.  F.  Barlow,  M.D. 


House  of  Delegates  Minutes 


May 

39 

Feb. — p.  34,  Aug. — p.  8 
McKennan — Mayo  Outreach  Series 
Robert  R.  Donahoe,  M.D. 

July 

27 

March 

27 

J 

Jones,  Warren,  M.D. 

Current  Medical  Student  Loan  Situa- 
tion, The 
Editorial 

May 

39 

June 

Aug. 

July 

5 

44 

27 

K 

Kiser,  Joseph  C.,  M.D. 

Medical  and  Surgical  Management  of 
Patients  With  Coronary  Disease,  The 
Robert  A.  Van  Tassel,  M.D. 

July 

19 

L 

May 

39 

Laboratory  Aids 

South  Dakota  Pathology  Society  Page 
Oct. — p.  17,  Nov. — p.  31,  Dec. — p.  18 
Letters  to  the  Editor 

Jan. — p.  25,  May — p.  36,  Oct. — p.  20, 
Nov. — p.  18 

June 

28 

M 

Nov. 

21 

Medical  and  Surgical  Management  of 
Patients  With  Coronary  Disease,  The 
Joseph  C.  Kiser,  M.D. 

Robert  A.  Van  Tassel,  M.D. 

July 

19 

Aug. 

44 

Meiling,  Richard  L.,  M.D. 

Who  contributes  to  the  Malpractice 
Crisis?  Is  This  a Type  of  Contribution? 
Editorial 

June 

28 

Sept. 

Oct. 

Nov. 

Dec. 

19 

15 

17 

23 

Minutes  of  the  Council  Meetings 

May — p.  41,  June — p.  30,  Aug. — p.  6, 
Dec. — p.  31 

Minutes  of  the  Executive  Committee 
Meetings 
April — p.  10 

Minutes  of  the  House  of  Delegates  Meet- 
ings 

Feb. — p.  34,  Aug. — p.  8 
Mutch,  M.  G.,  M.D. 

Clinicopathological  Conference 
Twenty-Eight  Year  Old  Woman  With 
Term  Pregnancy  and  Jaundice 

J.  F.  Barlow,  M.D.  March  9 


June  5 


May  9 


April  17 


Oct.  7 


Me 

McGreevy,  P.  S.,  M.D. 

Clinicopathological  Conference 

Infant  With  Bleeding  From  Rectum 

J.  F.  Barlow,  M.D.  Jan.  7 

N 

Naughton,  Gregory,  M.D. 

Clinicopathological  Conference 

Forty-Eight  Year  Old  Female  With 
Known  Hypertension  and  Sudden 
Onset  of  a Loud  Murmur  and  Con- 
gestive Heart  Failure 

J.  F.  Barlow,  M.D.  Sept. 

Noll,  Steve,  M.D. 

Clinicopathological  Conference 

Twenty  Year  Old  Five  Months  Preg- 
nant Female  With  Sudden  Onset  of 
Abdominal  Pain 

J.  F.  Barlow,  M.D.  Feb.  9 
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41 


Month  Page 


Month  Page 


O 

O'Brien,  Peter  J.,  M.D. 

Clinicopathological  Conference 

Fifty-Seven  Year  Old  Caucasian 
Male  With  Atrial  Fibrillation  and 
Sudden  Onset  of  Severe  Hyperten- 
sion 

J.  F.  Barlow,  M.D.  July 

Orbital  Pseudodefect  Secondary  to  Ex- 
cessive Pneumatization  of  the  Sphenoid 
Bone 

Martin  F.  Petereit,  M.D.  April 

P 

Petereit.  Martin  F.,  M.D. 

Orbital  Pseudodefect  Secondary  to  Ex- 
cessive Pneumatization  of  the  Sphe- 
noid Bone  April  5 


South  Dakota  Academy  of  Family  Phy- 
sicians 

Chapter  News 

Jan.— p.  14,  Feb. — p.  33,  March — p. 
21,  April — p.  11,  May — p.  28,  June — 
p.  29,  Aug. — p.  43,  Sept. — p.  21,  Oct. 
— p.  33,  Nov. — p.  30,  Dec. — p.  25 
South  Dakota  Pathology  Society  Page 
Laboratory  Aids 

Oct. — p.  17,  Nov. — p.  31,  Dec. — p.  18 
Stanage,  W.  F.,  M.D. 

Advantages  of  Local  Anesthesia  for 
Cesarean  Section  (Prenatal,  Neonatal, 
and  Developmental  Comparisons),  II. 
The 


Brooks  Ranney,  M.D. 

Feb. 

23 

State  of  the  USD  School  of  Medicine 
Karl  Wegner,  M.D. 

Sept. 

28 

President’s  Page 

R.  E.  Van  Demark,  M.D. 

Jan. — p.  13,  Feb. — p.  17,  March — 
p.  15,  April — p.  9,  May — p.  15. 

G.  E.  Tracy,  M.D. 

June — p.  9,  July — p.  25,  Aug. — p. 
41,  Sept. — p.  13,  Oct. — p.  19,  Nov. 
— p.  24,  Dec. — p.  17. 

Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

Lecture  #1 — Introduction  to  Clinical 
Neurology 


George  Flora,  M.D. 

Lecture  #2 — Bedside  Diagnostix 

Sept. 

19 

George  Flora,  M.D. 

Lecture  #3 — Neurological  Examina- 
tion-Background 

Oct. 

15 

George  Flora,  M.D. 

Lecture  #4 — Hemispheral  Lesions  of 
The  Brain 

Nov. 

17 

George  Flora,  M.D. 

Dec. 

23 

T 

This  Is  Your  Medical  Association 
Jan. — p.  20,  April — p.  26,  May — p.  17, 

June — p.  13,  July — p.  29,  Aug. — p.  39, 

Oct. — p.  39,  Dec. — p.  14 
Tracy,  G.  E„  M.D. 

President’s  Page 

June — p.  9,  July — p.  25,  Aug.  p.  41, 

Sept. — p.  13,  Oct. — p.  19,  Nov., — p. 

24,  Dec. — p.  17 

Transactions  of  the  South  Dakota  State 
Medical  Association 

Ninety-Fourth  Annual  Session  Aug.  5 

Tschetter,  Loren,  M.D. 

Clinicopathological  Conference 

Forty-Nine  Year  Old  Male  With 
Weight  Loss  and  Nonvisualization  of 
the  Gallbladder 

J.  F.  Barlow,  M.D.  June  19 


R 

Ranney,  Brooks,  M.D. 

Advantages  of  Local  Anesthesia  for 
Cesarean  Section  (Prenatal,  Neonatal, 
and  Development  Comparisons),  II. 
The 


W.  F.  Stanage,  M.D. 

Feb. 

23 

Roster — Alphabetical 

Aug. 

48 

Roster — By  District 

Aug. 

45 

S 

Saylor,  H.  L. 

Clinicopathological  Conference 

Thirty-Three  Year  Old  Man  With 
Fever,  Chills  and  Rash  of  One  Week 
Duration 

J.  F.  Barlow,  M.D.  Nov.  7 

Sinning,  Gary  L.,  M.D. 

Clinicopathological  Conference 

Thirty-Three  Year  Old  Man  With  a 

One  Month  History  of  Diarrhea 

.1.  F.  Barlow,  M.D.  Dec.  7 

Sochocky,  S.,  M.D. 

Arteriosclerotic  Heart  Disease  and  En- 
vironment Jan.  23 


V 

Van  Demark,  R.  E.,  M.D. 

Cervical  Spine  Injuries  (Automobile) 

Wtih  Normal  X-Rays,  Later  Subluxa- 
tion May 

Van  Demark,  R.  E.,  M.D. 

President’s  Page 

Jan. — p.  13,  Feb. — p.  17,  March — p. 

15,  April — p.  9,  May — p.  15 
Van  Tassel,  Robert  A.,  M.D. 

Medical  and  Surgical  Management  of 
Patients  With  Coronary  Disease,  The 
Joseph  C.  Kiser,  M.D.  July 


w 

Wegner,  Karl,  M.D. 

State  of  the  USD  School  of  Medicine  Sept. 

Who  Contributes  to  the  Malpractice 
Crisis?  Is  This  a Type  of  Contribution? 

Richard  L.  Meiling,  M.D. 

Editorial  June 


A/ 

\ 


23 


19 


28 


28 


42 
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